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THE RELATION OF THE CERVICAL 
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TREATMENT OF DISEASES OF 
THE FALLOPIAN TUBES.* 
ALEXANDER Hunter Scumirtt, M.D., 
Resident Surgeon, Manhattan Maternity Hospital, 
NEW YORK. 


This paper is based on a review of thirty-nine 
cases which have come under my observation as 
House Gynecologist, Bellevue Hospital, July-Jan- 
uary, 1909, "10. It was not my intent to write an 
article on this subject until about the fourth month 
of my service, when I began to notice a marked re- 
lationship between cervical smears, the pathological 
reports of the diseased tubes removed on operation, 
and with the convalescence of the patients. 

In every case admitted to the wards suffering 
from pelvic inflammatory conditions, acute or 
chronic, cervical smears were made, stained and 
examined for gonococci. It might not be amiss to 
define and explain a few terms, although definition 
of words has been commonly called a mere exercise 
of grammarians. Vaginal sméars were not taken, 
only cervical; and the method employed was first 
to cleanse the cervix with a piece of dry cotton, 
and then insert a swab of sterile cotton within the 
cervical canal, and make a thin smear therefrom. 
All smears and the specimens removed at the opera- 
tion were examined at the pathological laboratory 
by Dr. Norris or his assistants, and cases were con- 
sidered positive only when Gram-negative intracel- 
lular biscuit-shaped diplococci had been found. Cul- 
tures as well as smears were taken from the pus of 
the tubes that were removed. Blood counts—white 
and differential—were taken in every case within 
twenty-four hours and again every sixth day until 
the operation. 

With this understanding of the methods of. ex- 
amination, let us consider the relation of the cer- 
vical smears to: 

1. Onset, severity, and duration of tubal inflam- 
mation of gonorrheal origin. 

2. Blood picture and temperature chart. 

3. The findings on operation and extent of op- 
erative procedure. 


* Prize paper, read before the Society of Alumni of Bellevue Hos- 
pital, Feb. 1, 1911. 


4. The bacteriological and histological examina- 
tion of the diseased organs removed. 

5. The convalescence of the patient. 

Onset, Severity, and Duration of Tubal Inflam- 
mation of Gonorrheal Origin. In order to clearly 
narrate the results of my observations I have di- 
vided the cases into two series. (See charts I, 2 
and 3.) The first are those having a positive cer- 
vical smear on admission (17 in all) and shall be 
known as the positive cases. The second series, 
those having a negative cervical smear on admission 
(16 in all), and shall be called the negative cases. 

In all the positive cases, with but one exception, 
the history of the onset of illness was acute, fre- 
quently accompanied by chill, fever, and vomiting. 
The pain was very severe, localized over one or 
both iliac fossae; usually necessitating the patient 
to remain in bed. The duration of, symptoms be- 
fore applying to the hospital was as a rule less than © 
a week, and not infrequently.the patients \were 
brought to the institution in an ambulance or tab. 


In a large number of these cases a historfeof ureth- > 


ritis, vaginitis, or endometritis, of one Or “two ; 
months’ duration, was given. oS 

On the other hand, in all the cases of the nega- P 
tive series, we obtained a history of recurrent at- 
tacks of sharp abdominal pain, especially during the 
menstrual period, dating back one to four months. 
Associated with this, patients would also complain 
of a continued dull pelvic pain with leucorrhea, loss 
of appetite and general weakness. Invariably they 
were able to carry on their occupations up to the 
time of admission, and many of these cases were 
referred to the hospital from dispensaries. 

2. Blood Picture, and Temperature Chart. As 
the positive cases were of acute origin, we would 
naturally expect some rise in temperature, with an 
increased leucocyte and polymorphonuclear count. 
In the positive series of 17 cases the average tem- 
perature while in the ward prior to operation . 
ranged between 98°-101°; while in the 16 
cases with negative smears, the temperature 
ranged between 98°-99°. The average blood count 
taken on the day after admission was, in the positive 
cases, 17,000 leucocytes, with 80 per cent. polymor- 
phonuclear. The negative cases showed an average 
white cell count of 11,300, with 72 per cent. po'y- 
morphonuclear count. 


| 


AMERICAN 
214 Journat oF SurRGERY. 


ScHMITT—DISEASES OF THE FALLOPIAN TUBES. 


July, 1911, 


3. The Findings on Operation, and Extent of 
Operative Procedure. It is generally understood 
that the choice of time for operation is not during 

an acute attack, but during the interval, provided 
_the patient’s condition warrants. _ 

Of the acute cases in which I assisted, I observed 
that the operations were not only very tedious, but 
the technical difficulties greatly increased. First 
we were dealing with an inflammatory mass, which 
we were fairly certain (as I shall explain later) 
contained active bacteria. Great care and much 
time therefore had to be given in order not to rup- 
ture the tube and allow free pus to escape in the 
peritoneal cavity. Again the tissues and adjacent 
structures were soft and infiltrated, tore readily, 
making it very difficult to ligate or suture; and un- 
doubtedly we often removed a tube or ovary which 
would not have been sacrificed if the acute stage 
had subsided. The marked vascularity of the tis- 
sues gave rise to much oozing, which is always an 
objectionable feature. When operating after the 
acute stage had subsided not infrequently did we 
encounter marked and extensive adhesions; yet we 
were fairly certain that if free pus should escape, 
it was sterile. Again the structures were not as 
friable, sutures intended to repair injuries held, raw 
surfaces could easily be covered, and the capillary 
and serous oozing was not as apparent. 

4. The Bacteriological and Histological Exam- 
ination of the Diseased Organs Removed. This 1 
believe is of the greatest interest and the most in- 
structive fact derived from my observations. In 
the positive series of twelve cases which were oper- 
ated upon during an acute attack of tubal inflamma- 
tion of gonorrheal origin, microscopic examination 
of the pus from the tubes showed the presence of 
the gonococci in eleven. In other words, in every 
case, with one exception, that had a positive cer- 
vical smear at time of operation, active gonococci 
were found in the pus of the tubes removed. 

Those cases that were operated upon after the 
subsidence of the acute attack, 16 in all, and in 
which the cervical smears were negative, bacterio- 
logical examinations of the pus from the tubes were 
also negative in all the cases—the cultures being 
sterile in all but one, this one showing staphylococ- 
cus pyogenes aureus. 

On scanning the literature I could find but few 
articles which have been written along this line. 

' Wertheim* reports 25 cases which he operated upon 
during the acute attacks of pelvic inflammation. On 
microscopic examinations and cultures of pus from 


* Archiv fiir Gynak. Berlin, 1892, Heft 42. 


tubes removed he found bacteria in 19 of the cases 
(79 per cent.)—gonococci 17, streptococci I, and 
undetermined 1.. Proescher* reports forty speci- 
mens from cases which had been operated upon 
after the subsidence of the acute attack. In all 
these specimens microscopic examinations were 
negative, and cultures sterile 38 times, once show- 
ing staphylococci albus and once colon bacilli. 


5: The Convalescence of Patients, The relation 
of the cervical smear to the convalescence of pa- 
tients after operation I also found to ve of some 
import, not only in regard to the common post-op- 
erative complications, but also in regard to the heal- 
ing of the abdominal wound, temperature, and 
length of time in hospital before being discharged. 
By comparing charts 1 and 2 for the common post- 
operative complications, I believe a better idea can 
be obtained than if I should detail each case, and 
much time saved. In the twelve cases with positive 
cervical smears on operation, primary union of the 
abdominal wound was evident in but seven cases, 
the temperature reached normal on the eighth day, 
and the patients were discharged on the twenty- 
fourth day (average). In the sixteen cases with 
negative smears at time of operation, in all but one 
case the abdominal wound healed by first intention, 
the temperature reached normal on the fourth day, 
and the. patients left the hospital on the nineteenth 
day (average). 

Several factors should therefore be entertained 
before determining what procedure is best in the 
treatment of tubal inflammation. 

I. The history of the case, temperature and 
blood count. . 

2. The cervical smear. 

The majority of cases of tubal inflammation be- 
gin with a history of streptococcic or gonorrheal in- 
fection. Most of the streptococcic inflammatory 
masses in the pelvis give a history of sepsis fol- 
lowing abortion or labor; but by no means are all 
inflammatory masses which develop after an abor- 
tion or labor streptococcic, many are gonorrheal. 
This paper is not to include streptococcic infections 
of the tubes, but I will cite what H. S. Crossen 
writes about the treatment of these cases: “Abdom- 
inal section for a mass of streptococcic origin is 
never safe. Even where the temperature and pulse 
are normal, and everything quiescent, intraperito- 
neal operation for the mass is liable to cause the 
patient’s death from a streptococcic peritonitis.” 

With a history of a gonorrheal infection with an 


* Transactions of the American Gynecological Society, 1909, Vol. 
84, p. 171. 
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CHART I, 
6days 1ldays 12,800—88% -+ 98°—100° Selpings 6thday Rapid. Primary union. 20thday + 
ouble 
Hysterectomy, supra. 
ydays 5days 17,000—84% 98°—102° 6th day Secondary union. 82ndday + 
ouble vomiting, and a 
Hysterectomy, supra. dominal distension. 
Feeble pulse. 
4days 12days 24,200—80% -+ 985—102° Salpingo obphorestomy, L.,17thday Slow, considerable Secondary union. 387thday + 
Resection of right tube. abdominal pain. 
14days 19days 14,000—79% + 985—101° 9th day ond Secondary union. 29thday + 
right. vomiting (fecal). 
abdominal distension; 
feeble and rapid pulse. 
14days Sdays 13,000—82% + 984— 99° llithday Rapid. Primary union, 18thday + 
ouble 
Hysterectomy, supra Vag. 
Ydays 14days 15,000—84% 984—100° Salpingo-odphorectomy, 5thday Rapid. Primary union. 17thday + 
y y + 
Tdays 2days 18,200—80% + 98°—101° Salpingo-odphorectomy, R., 8rdday Slow; general abdom- Secondary union, 36th day + 
; Resection of left tube. inal pain. 
6days 15days 16,200—77% + 985—1015 L., 12th day | union, 24thday + 
Tdays S8days 12,600—68% -+ 99°—101° 6th day Rapid. Primary union, 16th day - 
26 days 18,000—78% + 965— 98° ee horectomy, 9thday Rapid. Primary union. 19th day 
e8days 12days 7,200—76% + 984—100 Salpingo-odphorectomy, R., 6thday Rapid. Primary union. 25thday + 
Resection of left tube. 
6 days 30,200—85% -+ 99°—101° Refused operation. 
6 days 16,400—81% + 984—102° Refused operation. 
8 days 20,000—90% + 99°—101° Refused operation. 
7 days 18,400—84% -+ 984—101° Refused operation. 
14 days 18,400—75% + 99°—100? Syphilitic. 
CHART II. 
lmo, 22days 18,600—72% — 985— 99? R., 8rdday Rapid Primary union. 20thday — 
3wks, 6days 7,000—67% — 984*— 99° a 2ndday Rapid. Primary union. 19thday — 
ert, 5 
2mos, 3days 9,500—68% — 984— 98° ee 4thday Rapid Primary union. 19thday — 
ouble 
Hysterectomy supra Vag. 
2mos. 4days 12,000—68% — 984— 98§ Salpingo-oophorectomy, R., 8rdday Rapid. Primary union. 16thday — 
esection 
5mos. 1day 10,000—74% — 98°— 99° Salpingo-odphorectomy, R., 6thday Rapid. Primary union. 15thday — 
Resection of left tube, 
1mo. 5days 11,000—78% — 98°— 99° Sane, 8rdday Rapid. Primary union. 19thday — 
eft. 
4mos, 2days 13,200—68% -— 98°— 99° Salpingo-odphorectomy, L., 7th day Rapid. Primary union. 19thday — 
Resection of right tube. 
1mo. 4days 14,400—76% — 984— 988 4th day Rapid. Primary union, 16th day 
eft. 
S8years 2days 12,000—73% — 984— 98° Salpingo 5thday Rapid. Primary union. 17thday — 
ouble 
Hysterectomy, supra Vag. 
2mos. 10days 12,200—68% — 984-- 99? Salpingo-odphorectomy, R., 2ndday Rapid. Primary union. 17thday — 
Resection of left tube. 4 
6mos. 8days 10,600—76% — 985—100° 5th day Primary union. 16thday — 
ouble vomi 
Hysterectomy, supra Vag. 3 days. 
2mos, 6days 9,600—67% — 984— 98° Selvingsntebermteny. R., 8thday Rapid. Primary union. 19thday — 
esection of left tube. 
8wks. 14days 9,000—72% — 984—100° 6th day comme, Secondary union, 24thday — 
ouble. inal distension, 
3years 4days 11,000—68% — 984—100° Panhysterectomy. 6thday Rapid. Primary union, 20thday — 
1mo., 2days 10,000—72% — 98°— 99? Salpingo-odphorectomy, L., 4thday Rapid. Primary union, 17thday — 
Swks. 5days 16,000—78% — 99°—101° 2ndday Rapid. Primary union. 17thday — 
right. 
2years 6days 11,000—72% + 984— 994 Salpingo-odphorectomy, L., 8sthday Rapid. Primary union. 19thday — 
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acute onset, we invariably find a rise in tempera- 
ture, with an increased leucocyte and polynuclear 
count. If in connection with this we find an in- 
flammatory mass in the pelvis, it is better judg- 
ment not to advise intraperitoneal operation until 
the temperature and blood count have remained 
normal for at least one week. Why this procedure 
is recommended will be explained later. 

On comparing charts 1, 2 and 3 one will imme- 
diately notice the relationship between the history 
of the case, temperature and clinical findings. Thus 
where there is a history of an acute onset, we find 
sone rise in temperature, increased blood count, 
and a positive cervical smear. When the history 


medium. Infection of the surrounding sterile cul- 
ture medium does not occur unless the protective 
walls of the test tube are broken. So in the pelvis, 
a Fallopian tube becomes infected by a small num- 
ber of bacteria having sufficient virulence to over- 
come the resistance offered by the cells first at- 
tacked. An inflammatory exudate is thrown around 
the infected area and chokes the lymphatics, thus 
shutting bacteria and their poisons out of the sys- 
temic circulation. During the process of healing 
systemic symptoms gradually subside. The bacteria, 
however, are still alive for a tine and may readily 
reinfect the patient if the protective wall be broken 
(as by operation, vigorous examination, or undue 


CHART III. 
2 : 2 3 ; 
4days 4days 7,800—70% — 98°— 99° 5thday Rapid. Primary union. 24thday O 
ti: 
Hysterectomy, supra Vag. 
6days 13,000—64% — 98°— 99* Sa 14thday Rapid id, except for con- Primary union. 24thday O J Odphoritis, 
ou tinued temperature. 
1mo. 18days 5,000—59% — 984— 98° Salpingo-aophorectomy, 8rdday Rapid. Primary union. 17thday O Chronic 
nterstitial 
. 6days 9,000—70% — 98°— 99° Salpingo-« -ophorectomy, 9thday Rapid. Primary union. 17thday O Salpingitis, 
right. with 
imo, 2days 8,600—62% — 98°— 99° 8rdday Slow, considerable Secondary union. 34thday O Frolapsed 
omitin, ti 
8mos. 6days 12,200—74% — 98°— 99¢ 10th day Primary union, 17thday O 
ert. 


dates back one, two, or three months the tempera- 
ture and blood count are practically normal, and 
the cervical smear is negative. I therefore conclude 
that in the majority of cases where there is a pelvic 
inflammatory mass with a positive cervical smear, 
the process is in the acute stage, and that gonococci 
are present in the pus fron the tube. When the 
cervical smear is negative (and we can eliminate 
streptococcic infection) one is fairly certain in say- 
ing that the acute stage has subsided, and that the 
inflammatory exudate in the tube is sterile. 

During the subsidence of the acute stage, the 
gonococci within the exudate are therefore grad- 
ually destroyed, and the gonococci within the cer- 
vical canal likewise disappear. What relation one 
bears to the other I am unable to say. How long 
it takes for the acute stage to pass is also an open 
question ; much depends upon the condition of each 
patient. The consensus of opinion is that this re- 
quires about four weeks. 

Dr. F. F. Simpson in his article on “Choice of 
Time for Operation for Pelvic Inflammation of 
Tubal Origin,” clearly explains the process of ster- 
ilization and absorption of exudate within the Fal- 
lopian tube. “A test tube containing a virulent cul- 


ture of bacteria is placed in a jar of sterile culture © 


exercise), and inoculation of the surrounding struc- 
tures occurs. If the seal is unbroken the bacteria 
will probably die within a period of a few weeks. As 
the protective walls of exudate is gradually ab- 
sorbed, the contained poisons filter into the general 
circulation in inocuous doses. This process grad- 
ually proceeds until the exudate is completely ab- 
sorbed, when there is no longer need for its ex- 
istence.” 

How should we therefore conduct a case of tubal 
inflammation of gonorrheal origin? Based on my 
observations, I would recommend that if the his- 
tory of the case be acute, and the cervical smear 
positive, palliative treatment should be instituted 
and continued for at least four weeks. Abdominal 
section should not even then be preferred unless 
the cervical smear is negative and the blood count 
and temperature normal. If at any time during 
this period an extra-tubal pelvic abscess should de- 
velop the proper treatment is to open it by vaginal 
section. Should the history date back one or two 
months, with a normal temperature and blood 
count, and a negative cervical smear, abdominal 
section may be safely undertaken at any time, pro- 
vided the patient’s condition warrants. 

As a summary to what I have said, allow me te 


Remarks. 


I 
og 


Pathological 
Report, 


ubercular, 
alpingitis 
an 
Ophoritis, 
hronic 
nterstitial 
alpingitis, 
ith 
rolapsed 
ystic 
vary. 


Remarks. 


Vor. XXV. No, 7. 


INGLE—ANESTHESIA. 


AMERICAN 


JournaL or SuRGERY 217 


present the complete histories of two cases, one 
representing the type with the positive cervical 
smear, and the other having a negative cervical 
smear on operation. 


CasE A.—B. N., age 26, admitted to Bellevue 
Hospital, September 6, 1909. Gave a history of 
having a moderate. yellowish vaginal discharge, with 
painful urination since April, 1909. On September 
2 she was suddenly seized with severe sharp pain 
over both lower quadrants of abdomen. Remained 
in bed and pain subsided somewhat until Septem- 
ber 5, when it became very severe, most marked on 
the right side and radiating down right thigh. On 
the morning of September 6 she had a chill with 
fever, and the severity of the pain increased. Was 
brought to hospital in an ambulance. 


On admission, temperature 102°, pulse 118, res- 
piration 24. Pelvic examination was very difficult, 
due to abdominal rigidity and marked tenderness ; 
however, an indistinct mass could be made out 
through the posterior fornix extending laterally on 
both sides. Cervical smear—many gonococci pres- 
ent. Blood count—leucocytes 24,200, polynuclear 
80 per cent. Kept in bed and treated palliatively. 
The temperature gradually declined to normal, and 
the rigidity and tenderness subsided to a marked 
degree. On pelvic examination, eight days later, 
the mass in the cul-de-sac was not as tender, and 
it could be fairly well outlined—extending laterally. 

Cervical smear taken on September 16 contained 
many gonococci; blood count on the same day, leu- 
cocytes 20,000, 80 per cent. polynuclear. On Sep- 
tember 17, she was operated upon—salpingo-oophor- 
ectomy sinistra, salpingectomy dextra. In remov- 
ing the right tube it ruptured and some pus escaped. 

Convalescence was slow; there were considerable 
abdominal pain and distention. At the first dress- 
ing it was discovered that the lower half of the 
wound was infected down to the fascia. Fhe patient 
did not run a normal temperature until the seven- 
teenth day, and was discharged from hospital on 
the thirty-seventh day after the operation. Cervi- 
cal smear on that day contained no gonococci; path- 
ological report of the specimens removed at opera- 
tion—many Gram-negative intracellular biscuit- 
shaped diplococci in the pus from both tubes. 


Case B.—E. F., aged 25, married, admitted to 
Bellevue Hospital on September 11, 1909. Gave a 
history of having a yellowish vaginal discharge 
since April, 1909. About the beginning of May, 
during her menstrual period, she first experienced 
sharp stab-like pains over the left lower quadrant 
of the abdomen. Accompanying this pain she had 
some fever and vomited occasionally. Remained 
in bed the greater part of the week, and was at- 
tended by a physician. Felt fairly well until her 
next menstrual period, when she again suffered con- 
siderably and bled profusely for about one week. 
From then on she had a continued dull pain over 


the left lower quadrant, with an intermittent drag- 


ging backache; still she was able to carry on her 
occupation. Was seen at the dispensary in August, 


and after a month’s local treatment with but little 
improvement, I advised her to go to Bellevue Hos- 
pital for an operation. 

On pelvic examination a firm circumscribed mass, 
not very tender, could be mapped out through the 
left lateral fornix. Right tube and ovary appar- 
ently normal, 

On admission, temperature 100°, pulse 86, res- 
pirations 22. No gonococci found in the cervical 
smear. Blood count: leucocytes 14,000, polynuclear 
cells 76 per cent. 

Operated upon four days later (September 15) 
—left salpingo—oophorectomy. Convalescence rapid, 
temperature running normal on the fourth day. Pri- 
mary union of the abdominal wound. Discharged 
from the hospital on the sixteenth day after the 
operation. Pathological report—no gonococci in 
the pus from the tube, culture sterile. 

360 CoNVENT AVENUE. 


ANESTHESIA AS AN EXCITING FACTOR 
IN CAUSING AND EXAGGERATING 
ORGANIC DISEASE. 

Henry Barr [ncte, M.D., 

Assistant Surgeon, Gynecean Hospital; Associate 
Gynecologist, American Hospital for Diseases 
of the Stomach; Gynecologist to the 
Charity Hospital. 

PHILADELPHIA. 


It is now generally recognized among progressive 
physicians that surgical anesthesia is not the in- 
ocuous adjunct of operative procedure which it 
was formerly considered; and the crusade for its 
more scientific application is progressing with en- 
couraging vigor. 

The dangers of immediate death are well recog- 
nized and guarded against and in recent years the 
more subtle dangers of delayed poisoning from 
anesthetics have been realized and the proper warn- 
ing given; but how rarely do we consider deaths 
that occur months or a year after operation as con- 
sequent to the anesthesia ? 

This may seem to many to be going too far afield 
and unwarrantedly adding to the already heavy bur- 
den of the surgeon’s responsibility ; but, if surgical 
genius is the capacity for infinite detail, we cannot 
afford to overlook this detail which may be all im- 
portant to the life of our patient. 

A. D. Bevan and H. B. Favill* in speaking of 
Acid Intoxication After Chloroform, in 1905, said: 
“Most of us, I believe, even those of us who have 
had a comparatively wide experience in surgery, 
have felt, after the giving of an anesthetic, if the 
patient recovered from its immediate effects, that 
there were no further dangers from the anesthtic 
except such well known dangers as pneumonia and 
nephritis.” 

As anesthetist for the Gynecean Hospital for four 
years, I gained considerable experience with ether 
and chloroform anesthesia, and I have as a result . 
well-defined views on the importance of the subject, 
and a firm conviction that anesthetics are not 
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chosen, in the average hospital, with due regard to 
the condition of the individual and a proper realiza- 


tion of the havoc which these powerful narcotics . 


may cause in the organs most exposed to their in- 
fluence. 

I have seen cases in my own and others’ ex- 
perience which were harmed, however unwittingly, 
more by the anesthetic than they were benefited by 
the operation, and it was, as I can now see, due to 
the fact that the anesthetist was not familiar enough 
with the previous history and physical condition of 
the patient, and thus administered the anesthetic 
least fitted to the individual, simply because it was 
the custom to give ether in all but the most ad- 
vanced cases of pulmonary or renal disease. 

Many papers have been written concerning de- 
layed poisoning after anesthesia and showing the 
intense toxic effects which these narcotics may 
have on the internal organs. Among the more re- 
cent ones, Gumdum in the Johns Hopkins Bulle- 
tin, June, 1909, gives the symptoms of post-anes- 
thetic acidosis as nausea and vomiting, prostration, 
rapid pulse, with no febrile movement, fruity odor 
of the breath, as is sometimes found in diabetes; 
with stupor, occasional delirium, coma and death. 
He reviews the theories of its causation and says: 
“Whatever its cause, it is a fact that autopsy shows 
fatty degeneration of the liver and not rarely of 
the other organs.” 

Is it not reasonable to suppose, then, that agents 
toxic enough to cause death in two to five days 
with fatty degeneration of the liver and other 
organs may leave effects of less severity and de- 
gree which could have influence in establishing 
permanent injury to those organs or stimulating 
pre-existing disease to renewed activity? 

But, we are not compelled to depend alone on 
theory and logic. Miiller? made fifty animal ex- 
periments with the usual anesthetics and concluded 
that (a) anesthesia with chloroform, chloral hy- 
drate, bromethyl, chlorethyl, ether and mixtures of 
these always produce changes in the internal 
organs which appear as beginning fatty changes. 

(b) Fatty changes occur also in the epithelium of 
the respiratory tract. 

(c) The fatty changes in degree and extent de- 
pend on the time and number of the anesthesia. 

O. Mulzer’, in experiments with sixty-four ani- 
mals, showed that prolonged ether and chloroform 
anesthesia has a directly injurious effect on the 
red blood corpuscles, dissolving them when long 
in contact. He also showed that the vessels in the 
lungs, liver and kidneys were obstructed with dis- 
integrated corpuscles and thrombosis was evident 
at certain points. 

A. V. Lichtenberg*, in experiments with twenty- 
two rabbits, found that anesthesia invariably in- 
duced severe injury of the alveolar epithelium. 
The epithelium softens and is thrown off and there 
is hemorrhage into the alveloi. This plugs up the 
bronchioles and tiny atelectatic foci result, scat- 
- tered throughout the lungs. These are sterile, but 
_ afford places of minor resistance to arriving in- 
fection. 


Offergeld® in his experiments found that, “Fatty 
degeneration of the epithelium of the alveoli was 
observed constantly with the ether-oxygen method; 


but was never discovered after the drop method.” 


His research shows that lung tissue bears ordinary 
air better than an excess of oxygen. 

John B. Roberts in a paper read before the Phila- 
delphia County Medical Society on October 23, 
1907, said: “Improvement in technique and asepsis 
have lessened the dangers of operative surgery, 
but the same progress has not been made in the 
care and discrimination exercised in the use of 
anesthetic agents.” He also states that, “The dam- 
age is often one that shows no marked symptoms 
at the time of operation, but develops later from 
the poisonous influence of the anesthetic on the 
organism.” 

Reicher® says that important lipoids and fats are 
expelled by the cells under the influence of an anes- 
thetic; these substances may participate in the pro- 
duction of anesthesia. Their action, superimposed 
on abnormal conditions in diabetes, etc., may 
hasten the course of the disease, as he shows in de- 
tail by concrete examples. 

Snel’ proves that, ‘“Narcosis arrests the immu- 
nity of the epithelium of the lung; according to 
the length of time, so is the normal bactericidal 
power partially or wholly abolished for the time 
being and for several hours following.” 

B. Miller’ shows that, “There is more or less 
irritation and perhaps fatty degeneration of the 
internal organs of the body from ether and chloro- 
form. The more prolonged the anesthesia, the 
more ‘serious the consequences and repeated anes- 
thesias may leave a permanent trace, or perhaps 
lesion, from their action.” 

Bandler® affirms that, “When any liver lesion is 
found, chloroform should not be employed, but 
ether should be the anesthetic of choice,” because, ~ 
as he showed by animal experiments, ether does 
not produce the destructive effects on the liver 
cells found so constantly after chloroform anes- 
thesia. 

With these experimental results before us, it is 
but the next link in our chain of reasoning to infer 
that, in the presence of some latent or chronic 
focus of pulmonary, hepatic or renal disease, such 
intense organic irritation as these experiments 
have shown, with its concomitant decrease of local 
resistance, could fan the smoldering embers of 
disease into an active blaze which could cause the 
patient’s death many months after operation. 

This claim has been lately reiterated by Joseph 
Walsh’® as far as it regards pulmonary tubercu- 
losis, when he said, “Ether has been the anesthetic 
of choice for so many years along the northeastern 
coast of the United States that it is almost heresy 
to discuss it, yet experience seems to show that it 
is either very irritating to the lungs or stimulating 
to a tuberculous process in the lungs, and hence 
should not be used where there is a question of 
pulmonary tuberculosis, Surgeons generally admit 
that ether is irritating to the lungs, and yet they 
not only continue to administer it in cases of pul- 
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monary tuberculosis, but also very rarely discuss 


the matter.” During the past six years he “has 


seen a number of patients manifesting active tuber- 
culosis of the lungs following operation, which ac- 
tivity appeared from a study of the history to be 
due either to the operation itself or to the ether 
anesthesia.” He has seen no pulmonary lesions 
consequent to chloroform anesthesia and _ insists 
that, “Chloroform should be administered not only 
in all cases of tuberculosis of the lungs, but in all 
cases where tuberculosis may be suspected like, 
for instance, cases that manifest tuberculosis else- 
where as in cervical glands, the ischio-rectal 
region, etc.” 


His contention as far as it concerns tuberculosis 
of the lungs is my own as well, and I cannot add 
to it; but I wish to go further and plead for those 
who are unfortunate enough to have either hepatic, 
cardiac or renal lesions and some condition necessi- 
tating surgical anesthesia. 


I do not mean to give the impression that general 
inhalation anesthesia is accompanied by such perils 
as to render its usé dangerous in the majority of 
cases; such would, of course, be absurd. The sur- 
gical field has been so thoroughly covered as re- 
gards the majority of cases, that there is little to be 
gained in search for big improvements, and we 
must now go back over the field and glean the oc- 
casional grains which we missed in the larger har- 
vest. It is to save these scattered and very occa- 
sional cases that I advocate a more judicious choice 
of the anesthetic agent. 

Spinal anesthesia has been much vaunted of 
late, but we must remember that analgesia is rot 
the only blessing of a general anesthetic and that 
the danger of consciousness to a timid, nervous in- 
dividual with perhaps some organic heart lesion 
might be vastly more than the dangers of ether; in 
fact, to such a case ether has a distinctly stimu- 
lating effect. The mortality and post-operative 
paralysis of spinal analgesia, to my mind, render it 
more dangerous than inhalation anesthesias and I 
do not believe that it will ever be used in the fu- 
ture, except where these are absolutely contraindi- 
cated, or perhaps in emergency operations in trau- 
matic cases, where the spinal injections are given to 
block the nerve currents in the spinal cord, and 
thus prevent shock, as well as for their analgesic 
effects. 

Ether, on account of its lesser mortality, should 
be the anesthetic agent in this climate, except in 
cases of atheroma or aneurysm; acute or parenchy- 
matous nephritis; pulmonary disease; in children 
or in adults where ether has misbehaved before; in 
alcoholics on account of the large dosage required ; 
in cases of cerebral lesions where the cerebral con- 
gestion of ether could do harm; in operations on 
the nose and throat, where the constant exhibition 
of the ether and mucus interfere with the operative 
procedure; and in some abdominal operations, as 
for gastroptosis, where. vomiting might do harm. 
In addition to these greater contraindications, I am 
convinced that any patient with a full bounding 


pulse, high blood pressure and plethoric appear- 
ance, with heavy specific gravity of the urine and 
excess of uric acid and urates, will, in the absence 
of heart lesion, take chloroform better than ether. 

Chloroform is contraindicated in myocardial or 
heart lesion, hepatic cirrhosis or other liver cases, 
such as diabetes, etc.; in cases of extreme malnutri- 
tion, lymphatic cases, or in the presence of pro- 
longed suppuration. 

Chloroform and ether both are contraindicated in 
profound anemia because of their hemolytic 
influences. 

I realize that much of this is a twice-told tale 
and contains nothing new to the profession; but, 
however trite it may be in theory, there is need of 
the theme in practice. Attend the clinics of most 
of our hospitals and you will find ether the anes- 
thetic in all but the exceptionally advanced cases of 
pulmonary or renal disease. The reason is prob- 
ably the same one that it is safer to allow the patient 
to depend on his, or her, own resisting powers and 
luck to overcome the after-effects of the ether than 
it is to depend on a resident physician’s knowledge 
of chlorotorm. 

Until well-trained and well-paid (and the two 
are synonymous) anesthetists are more generally 
employed, and greater care is taken in the choice 
and administration of tlfe anesthetic used in cases 
suffering from latent disease of the internal organs, 
we will continue to be responsible for shortening 
the lives or impairing the health of some patients 
who come to us for operative relief from conditions 
which are, perhaps, not as threatening to life as 
the anesthetic we administer. 

REFERENCES. 
*A. D. Bevan and H. B. Favill. J. A. M. A. Sept. 2, 


1905, p. 695. Acid intoxication after chloroform. 


*Miller, B. Archiv. f Klin. Chir. 1905, No. LXXV., 
p. 876. 

50. Mulzer. Miienchener Med. Woch. LIV. No. 8 (353- 
400). 

*A. V. Lichtenberg. Miiechener Med. Woch. LIII. No. 
46, p. 2233 to 2280. 

°Offergeld. Archiv. f Klinische Chirurgie, Berlin. 
LXXXII. No. 2. 

°K. Reicher. Zeitschrift f Klin. Med. Berlin, LXV. 
Nos. 3 and 4. 

*™“Tmmunity and Disease.” Snel. Berlin Klin. Woch. 
March 9, 1903. 

5B. Miller. Deutsche Med. Wochschr. Nov. 8, 1907. 

°Bandler. Mitteil aus den Grenzgebiet der Med. 1896. 

* Jos. Walsh. J. A. M. A. Aug. 28, 1909. Bd. 1, p. 303. 


Errors 1n Gastric DIAGNosis. 

Mistakes in diagnosis are more often the result 
of a lack of examination than a lack of knowledge. 
The first step in the diagnosis of supposed disease 
of the stomach should be a general physical exam- 
ination, in order to eliminate causes of gastric dis- 
tress which originate in diseases outside of the di- 
gestive tract. We should then eliminate the non- 
surgical diseases, i.e., atonic dilatation, prolapse and 
gastric neurosis, etc—WiILL1AM J. Mayo, in the 
Long Island Medical Journal. 
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REPLY TO “A CRITICISM OF THE TECH- 
NIC OF URETERAL CATHETERIZA-. 
TION OF DR. HOWARD A. KELLY.” 

By Howarp A. Ketty, M.D., anp Curtis F. 
Burnam, M.D., 


j BALTIMORE, MD. 


In the May issue of this Journal, Dr. A. H. 
O’Neal adversely criticises the technic of ureteral 
catheterization as advocated by Dr. Kelly in the 
January number. 

In addition to'a few general objections, Dr. 
O’Neal cites a case of his own in which it would be 
quite impossible, he thinks, by the Kelly technic to 
arrive at a correct diagnosis. 

The criticised procedure has been tested in hun- 
dreds of cases and has yielded such satisfactory and 
uniform results that it seems incumbent upon us to 
once more restate certain of its features, for doubt- 
less other readers have also misapprehended the 
method and failed to appreciate its signal advan- 
tages over other forms of examination in general 
use. 

The original communication aiming to picture in 
outline the salient diagnostic features of kidney and 
bladder disease was necessarily fragmentary in its 
dealing with questions of technic. An adequate com- 
prehensive treatment of the entire subject demands 
much more space than is available in a journal arti- 
cle. We purpose, therefore, to limit ourselves to 
a brief restatement of the principal advantages of 
Kelly type of cystoscopy in ureteral catheterization 
and to re-emphasize the fact that it is easily pos- 
sible through plugging one ureter with a large cath- 
eter to determine the condition of the urines from 
both kidneys separately. 

The data furnished by careful urological exam- 
ination should yield far more than the mere estab- 
lishment of the fact that there is a disease some- 
where in the urinary tract; the exact character of 
the disease must be determined, it must be clearly 
shown in what parts of the tract the disease is lo- 
cated and likewise to what extent it has impaired 
the organs attacked. 

It is well to follow a regular routine in making 
an examination, as this guarantees thoroughness 
and insures against the overlooking of points which 
may be of distinct importance. Our own routine is 
first to secure a careful and complete account from 
the patient of the onset and development of her con- 
dition, then to make a careful general physical ex- 


_ amination. The advantages of the general examina- 


tion are twofold: in the first place, it may lead to 


the discovery of a disease in some other part of the 
body which will give a clue to the nature of the 
urinary trouble; in the second place, it affords a 
means of estimating the influence which the local 
disease has exercised upon the body as a whole. 
Certain of the general examination methods, partic- 
ularly percussion and palpation, are applied to the 
urinary organs themselves and often yield informa- 
tion obtainable through no other means. 

After the general examination one passes to a 
more strictly urological investigation. Here our 
first step is made by a careful study of the urine. 
The principal directions in which the urinary ex- 
amination is carried out are from the standpoints of 
chemistry, microscopy and bacteriology. It should 
be constantly borne in mind that voided urine may 
contain pathological elements which are contamina- 
tions and do not have their source in the urinary 
tract. It is, therefore, essential before deciding that 
urine is abnormal to obtain a catheterized speci- 
men from the bladder. Under normal physiological 
conditions, such urine does not contain any of the 


products of disease. The urinary examination will 


often disclose that disease is present and in the case 
of the infections, show what the offending organ- 
ism is. Under certain conditions, bacteria and pus 
may be located in certain parts of the tract and the 
urine obtained from the bladder be normal. in 
many diseases of the urinary tract, such as stone, 
new growth, misplaced organs and so forth, the 
urine may be quite normal. It is, however, a rare 
finding in the infections to have a repeatedly nor- 
mal report of the catheterized urines. 

After urine examination, the next step is the 
cystoscopy. This can be carried out satisfactorily 
with many different kinds of instruments, but in 
women, at any rate, can be most easily and satisfac- 
torily managed by the open-air speculum. When 
the operator uses this instrument, he is not handi- 
capped by the distortions in shape, size and color 
of an optical apparatus. The view obtained is in 
every way the same as that found on opening the 
bladder by an incision at operation. By means of 
the cystoscope, the entire interior of the bladder can 
be viewed and the presence or absence of disease 
determined. Through the speculum if the gross ap- 
pearance is not clear enough to afford a diagnosis, 
the operator can remove any suspected piece from 
the bladder and submit it to microscopical exam- 
ination. Needless to say, there are certain diseases 
of the bladder of a neurological type which would 
not show up on a cystoscopic examination. These 
are determinable by the methods employed in study- 
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ing the physiological functional capacity of the blad- 
der. 

In many cases the cystoscopic picture points to 
an involvement of one or both kidneys. Take, for 
example, tuberculosis and the other infections, those 
cases in which the lesions in the bladder are con- 
fined to the region of one ureteral orifice, almost in- 
variably mean that the kidney above such an ori- 
fice is the involved one and that the other kidney 
is healthy. 

If the patient has been given water before exam- 
ination, it is possible to study the frequency and the 
character of the ureteral ejections on each side. By 
this means we are able to determine whether the 
functional activity of the pelvis of the kidney and 
ureter is normal or otherwise. It is a common ob- 
servation to note differences in the appearances of 
the streams of urine ejected; on the one side it 
may be clear, on the other turbid and thick. By 
pressing the end of the cystoscope directly over the 
orifice and holding it there, enough urine can be ob- 
tained for examination for pathological elements. 

We formerly employed chromo-cystoscopy and 
believe that studies can be made with it through 
the open-air cystoscope just as good as, and in some 
ways better than by the water instruments. The 
method itself, however, is so inferior to those func- 
tional tests associated with catheterization of the 
ureters that it has been almost universely aban- 
doned. 

Having carried out to its end the. cystoscopic in- 
spection, the next step is to consider catheterization 
of the ureters. This can be done easily by. the open- 
air method and furthermore with a degree of asep- 
sis, possibly by no other procedure. _ 

The course to be pursued will vary with the type 
of case dealt with. If the bladder urine is sterile, 
it is, of course, immaterial which ureter is catheter- 
ized. In such cases it is our practice to catheterize 
both ureters, thus obtaining a maximum of data 
regarding both organs. On the other hand, with 
infected urine in the bladder we are very loath to 
pass a catheter up into the ureter of a healthy kid- 
ney. Very fortunately it. is not easy to infect a 
kidney from the bladder, as has been amply proven 
by animal experimentation. and demonstrated in 
countless clinical experiences. This danger, how- 
ever, should not be minimized.. Such infections do 
occur, and it seems to us with the water type of 
cystoscopy, must be fairly common. It is very seri- 
ous for a physician to infect a healthy kidney under 
any circumstances, and it is especially dreadful, 
when the kidney infected is perhaps the principal 


source of renal activity in that patient. Occasionally 
there may arise a case in which this risk cannot 
be avoided. It should, however, never be incurred 
during an ordinary examination. As a routine, 
therefore, we advise the catheterization of the sus- 
pected kidney alone. This should be done with a 
catheter large enough to prevent any reflux around 
into the bladder. It is of interest in this connection 
that in many cases it is necessary to employ cath- 
eters larger than any form of Nitze cystoscope will 
carry. With the open-air cystoscope it is possible 
to use any size desired up to very large instruments. 
No matter what the size of the catheter used, it 
must be demonstrated that there is no reflux. This 
can be ascertained by injecting through the catheter 
to the pelvis of the kidney a sterile solution of nor- 
mal salt colored with methelyne blue.» When the 
catheter efficiently plugs the ureters none of the blue 
will appear in the bladder. Whén we have no re- 
flux, it is fair to assume that the cathetérized- kid- 
ney urine all passes through the ureteral catheter’; i 


‘on the other hand, that the urine which flows! into, é 


and through the bladder is derived from the other 
kidney which is not catheterized.~ ~This urine cam 
be collected by inserting an ordinary “soft rubber 
urethral catheter into the bladder and havitig.th 
patient lie in a slightly elevated dorsal posture. 

far as a determination of comparative functional 
activities of the two sides is concerned, nothing 
better can be asked. It is possible to employ all 
known methods of functional study by this means. 

The functional study of the two kidneys to-day 
rests on the demonstrated fact that the vast majority 
of healthy kidneys act equally, and that the diseases 
tend to reduce the function of the affected organs. 
The evidence of impaired function on one side is 
therefore a finger-pointer to disease of that side. 
If impaired function is found on one side, all other 
available data should be correlated and sometimes 
it is possible to determine the existence of disease 
when there is no evidence of qualitative trouble in 
the urine itself. 

If the bladder is healthy, of course, the urine 
collected across it will represent conditions in the 
kidney above. On the other hand, when the bladder 
is infected and inflamed, the a priori judgment is 
that it would be impossible to use such a method, 
because pathological elements would be added to 
the urine in its transit through the bladder. As a 
matter of fact, experience has taught us that if the 
bladder be thoroughly washed out even when ‘it is 
markedly diseased, it is possible to employ the 
method. Provided the kidney above is healthy, the 
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urine so obtained will be free of pus and blood and 
microscopically free of bacteria. It is, however, 
impossible to wash the bladder so thoroughly that 
bacteria will not gain access into the urine, as is 
shown by making culture on suitable media. If, 
however, in a case we find that the urine contains 
no pus and no blood, on microscopical examination, 
and if it is chemically normal, we feel that we can 
neglect the bacteriological examination and con- 
clude that the kidney is healthy. It is certainly far 
better to run the risk of a slight error in diagnosis 
than to incur the danger of infecting a healthy 
kidney. 

Having once, therefore, secured a method of ob- 
taining the urine separately from the two kidneys, 
it is possible to deduce from the examinations the 
conditions of the respective sides. It is, however, as 
already stated, necessary to combine these examina- 
tions with all the others, in order to arrive at a com- 
plete diagnosis. 

We are quite sure that if the infected kidney in 
the case of Dr. O’Neal had been thus catheterized 
that the urine cbtained through the bladder would 
have been clear and normal. The function of the 
two sides could have been thoroughly worked out 
and there would have been no confusion. On the 
other hand, when working with catheters which do 
not completely plug, it is dangerous to attempt func- 
tional comparisons, as they may lead to countless 
errors, 

As already stated, the ureteral catheter affords 
us a means of obtaining information in regard to 
the kidneys in other ways than by separating the 
urines. By means of the method of wax-tipping 
the end of the catheter, it is possible to diagnose 
positively the presence of stone in most cases. This 
method originally developed by Dr. Kelly has been 
the subject of many monographs, which excuses us 
from entering into a detailed account of it here. 

By means of a catheter it is possible to locate 
the position and determine the size of strictures of 
the ureter. By injecting measured quantities of 
sterile fluid through the catheter until pain is pro- 
duced an exact measurement of the capacity of the 
renal pelvis is obtained, and as a result the pres- 
ence or absence of hydronephrosis determined. 


The production of pain has afforded a method of 
determining in doubtful cases whether the pain a 
patient suffers with is due to the kidney or some 
‘other organ. ‘When by injecting fluid through a 
catheter placed in the ureter up to the production 
of pain the patient identifies the pain as that with 


which she suffers, it can be almost invariably con- 
cluded that there is renal trouble. 

The invaluable information furnished by +-ray 
examinations in urological conditions needs no ad- 
vocacy here. Through it the whole subject of uri- 
nary stone has been enlightened and to-day no 
urological examination is complete without x-ray 
pictures. 

In conclusion, we wish to state that the advan- 
tages of the Kelly open-air type of cystoscopy and 
ureteral catheterization in women are very numer- 
ous. It is simple, has a wide range of applicability, 
does not involve the use of complicated or expen- 
sive instruments, permits of a degree of asepsis un- 
obtainable by any other method, allows the use of 
a great variety of sizes of ureteral catheters and 
bougies, and finally permits a catheterization in a 
higher percentage of cases than any other method. 

Our own experience with the use of the method 
in the male has been limited, but that it can"be used 
successfully has been evidenced by the demonstra- 
tions of Dr. George Luys, of Paris. In spite of 
Dr. Luys’ apparent great success, we are still in- 
clined, however, to admit the oft-repeated | claim 
that it is not, in the male subject, so valuable ja rou- 
tine procedure as the universally used met od of 
Nitze cystoscopy. 

1418 Eutaw PLAce. 


Tue Topicat Use or IJopINnE. 

Tincture of iodine may be used in full strength 
even on the peritoneum, provided, and this is im- 
portant, that the surface to which it is applied is 
left a dry brown, no excess being allowed to drip 
down and collect in pockets or crevices. It may 
be used in solutions of varying strengths to irri- 
gate cavities of wounds or organs, provided the 
excess is flushed out with normal salt solution. 
The object desired is, I repeat, to coat the surface 
infected or likely to be infected without leaving a 
mischievous excess for absorption. This will 
overwhelm the germs im situ and stimulate il 
cytosis, Naturé’s own antiseptic. 

For this reason the injection of pure tincture of 
iodine into cysts, closed abscesses, inflamed glands 
or joints, or dropped into wounds, will, it) is be- 
lieved, prove disastrous, for wherever there is more 
of the drug than is necessary to overcorne the 
germs and stimulate phagocytosis and granulation 
there will be the same local effect as with any irri- 
tant, with gangrene, sloughing, pain, and general 
iodism as ever present dangers—-Major FRANK 
Woopsury in the N. Y. Medical Journal. 
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LOCAL ANESTHESIA. 
ArTHUR E. Herrzcer, M.D., 
KANSAS CITY, MO. 


(Continued from the June number.) 
OPERATIONS ABouT THE REcTUM. 

Operations about the rectum under local anes- 
thesia have not been popular with the surgeon but 
have had the favor of patients. This discrepancy 
is due to the fact that, on the whole, local opera- 
tions on the rectum being made on very sensitive 
areas are difficult to carry out. Blocking opera- 
tions are not possible, the area to be anesthetized 
is large and the character of the tissue such that 
anesthesia by infiltration is difficult. Local anes- 
thesia has been popular with patients because they 
dislike to take a general anesthetic for the relief of 
a condition which does not endanger life, but is at 
most an inconvenience. They submit to the gen- 
eral anesthetic only when incapacitated by their dis- 
ease. This feeling is not confined to laymen who 
are ignorant of the safety of general anesthetics. 
The writers know of several surgeons afflicted with 
hemorrhoids who see fit to bear the inconveniences 
rather than take a general anesthetic, and who have 
expressed a desire to be relieved of their trouble if 
it can be accomplished without a general anesthetic. 
The result of the failure of reputable surgeons tc 
use local anesthesia has been that a large percentage 
of rectal diseases fall into the hands of advertisers 
who usually employ some form of local anesthesia. 
This deflection can be checked only by the regular 
practitioners acceding to this popular demand. 
Many of the rectal diseases belong to the class of 
minor surgery and should be satisfactorily managed 
by a well trained general practitioner who has suf- 
ficient skill to conduct a case of labor and repair in 
a recently lacerated perineum. 

Operations about the anus, so far as the use of 
local anesthetics goes, may be divided into (1) those 
which may be done without dilating the sphincter 
and (2) those which require a dilatation of the 
sphincter for a satisfactory completion of the op- 
eration. In the first group may be included the ex- 
ternal hemorrhoids, cutaneous and mucous com- 
bined, and those of the internal type which pro- 
lapse beyond the grasp of the external sphincter. The 
latter class as a rule represents an intermediate type, 
fcr some of them prolapse in an ordinary case and 
may be ligated, but usually there are some of the 
nodules which do not come down so readily but 
which may subsequently give trouble and should be 
Temoved at the time of operation. Then, too, while 


those which are prolapsed may be tied off and 
shoved back into the rectum, they would then be 
concealed and should hemorrhage occur it would 
likely be overlooked for a considerable time. As a 
rule, therefore, the removal of internal hemorrhoids 
should be preceded by a dilatation of the sphincter. 
To the second group belong those hemorrhoids 
which either do not “come down” at all, or if they 
do appear are tightly grasped by the external 
sphincter, and also those in which but one pro- 
lapses while others remain high up and cannot be 
easily brought down through the undilated sphinc- 
ter. In the case of most fissures which require ex- 
cision, the operation should be preceded by a dilata- 


Fig. 1. 


tion of the sphincter. This applies also to fistulas 
and tumors within the sphincter. 

Operations for hemorrhoids without the dilata- 
tion of the sphincter are extremely simple. Two 
types in general may be distinguished, the external 
or cutaneous and the prolapsed internal. The tech- 
nic of these is different and may with advantage be 
considered separately. 

External Hemorrhoids, These are formed by 
coagulation of blood within the veins of the anal 
margin and are covered by skin not materially al- 
tered or at most but slightly inflamed. The throm- 
bosis may extend into the veins of the mucous mem- 
brane and ray be cozfused with prolapsed internal 
hemorrhoids, an error which must be avoided if 
proper treatment is to be applied. 

If the tumor is confined to the cutaneous surface 
and the skin over it is unchanged, a simple line may 
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be infiltrated over its summit (Fig. 2). This per- 
mits a simple incision into the clot with a turning- 
out of all the coagulated blood. A suture may be 
placed for a day or two to control the bleeding, if 
there is any, or a pledget of cotton may be pressed 
into the wound until all hemorrhage ceases. If the 
skin over the tumor is inflamed or if the throm- 
bus extends into the mucous surface the skin lateral 
to the tumor should be infiltrated (Fig. 3), and the 
painful area gradually approached. The sphincter 
about the base of the tumor should be infiltrated 
(Fig. 4). The incision over the apex of the tumor 
is then made and the clots turned out or a subcu- 
taneous and submucous dissection of the venous 
bundles may be undertaken with a ligation of the 
proximal connection of the veins. The original in- 
cision may then be closed by a few sutures. Freez- 


& 


ing may be useful as a preliminary to infiltration 
when the inflammation is acute, or in the absence 
of a suitable means for refrigeration a wet cloth 
as hot as can be borne applied will make subsequent 
infiltration simpler and is well worth the additional 
trouble to the operator of limited experience. 
Prolapsed internal hemorrhoids may be removed 
by infiltration at their muco-cutaneous border (Fig. 
3), followed by the infiltration of their base of at- 
tachment as high up as can be reached (Fig. 6). 
This having been done the tumor can be firmly 
drawn down and the pedicle ligated, either before 
or after incision along the muco-cutaneous border. 
Operations with Dilatation of the Sphincter. 
Three steps may be distinguished in this procedure. 


The anesthetization of the skin and anal mucous 
membrane, anesthetization of the sphincter, and 
anesthetization of the parts to be operated upon. 
The skin may be anesthetized by beginning in the 
posterior raphe several cm. behind the anal mar- 
gin (Fig. 4) and describing a circle about the anus 
to the raphe in front. The opposite side of the skin 
is infiltrated in like manner. At four points in this 
infiltrated circle the needle is thrust into the body 
of the sphincter and that muscle infiltrated (Fig. 5}. 
The four points are selected to reach as nearly as 
possible the distribution points of the following 
nerves: The injection in the median raphe behind 
to reach the coccygeal nerves. Those on each side 
and slightly behind the center of the anal opening 
to strike the long perineal nerves, and the one iu 
the median raphe to strike the chief distribution of 


the hemorrhoidal and perineal nerves (Fig. 1). In 
anesthetization of the sphincter muscles an ordi- 
nary hypodermic needle in persons not too fat will 
reach the substance of the external sphincter, but 
will not reach the internal sphincter. The latter 
can be reached from the surface only by a longer 
needle or if an ordinary needle is used the injection 
must be made from the anal mucous surface. A 
proper judgment of distance alone can give a proper 
guide as to depth. A failure to remember this point 
will lead to disappointment. The dilatation of the 
sphincter may then be cautiously commenced. Usu- 
ally the region is sufficiently anesthetized, but some- 
times it may be necessary to anesthetize the mucous 
membrane within the anus. If pain is still caused 
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the muscle may be infiltrated from the mucous sur- 
face. The dilatation of the sphincter must proceed 
slowly and _shoutd be persisted in until the desired 
degree is attained. It is worth while to give suf- 
ficient time to obtain whatever amount of dilatation 
is required by the nature of the operation. The re- 
moval of simple internal hemorrhoids can be done 
with a very limited dilatation. If a fistula is to be 
attacked, the amount of dilatation is dependent en- 
tirely upon the depth of the fistula. If it extends 
within both sphincters a maximum dilatation is 
necessary. When this has been secured, the hemor- 
thoids are brought forth by the aid of the finger 
and forceps. The pain which may be caused when 
firm traction is made upon the tumor may be con- 


Fig. 5. 


Fig. 6. 


trolled by injection of the base as described for pro- 
lapsed hexorrhoids (Fig. 6). The operation may 
then proceed by any method desired. The writers 
prefer a ligation of the pedicle followed by excision 
of the summit of the tumor with subsequent suture 
of the mucous edges resulting from the excision. 
If there is redundant skin about the anal margin 
this may be excised and the wound closed. Catgut 
is used throughout. The use of the cautery is ob- 
jectionable in that for some patients the hissing 
produced by the burning of their own flesh is dis- 
quieting and the heat of the handle of the cautery 
may be unpleasant if not protected with wet cloths. 
However, neither of these objections is forbidding. 

There is no after treatment. The anesthesia if 
properly employed lasts several days. The amount 
of after pain is dependent entirely upon the care 
used in making the infiltration. If the dilatation of 
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the sphincter is omitted or only partly done (in 
which case the effect is but temporary), the exuda- 
tion into the infiltrated area may cause the patient 
to inquire about the feeling of fullness which he 
regards as an evidence of stenosis. This sensation 
disappears after a week or two. It is never very 
marked and is not complained of if its temporary 
nature is explained. 

Fistula in Ano, The radical cure of an anal fis- 
tula has not generally been regarded as coming 
within the realm of local anesthesia. It can, how- 
ever, be as well performed under local anesthesia as 
under any other. 


Fig. 8. 


- Incision of the Fistula, The simple splitting op- 
eration may be easily performed by infiltrating the 
region about the external opening of the fistula, 
then along a line to the sphincter over the tract of 
the fistula, then deeply about the tract of the fis- 
tula. The incision is made in the usual manner. 
Should this tract lead too high into the gut, the op- 
eration will need to be interrupted in order to in- 
filtrate the region of the internal sphincter. Bleed- 
ing points should be picked up and tied as they are 
encountered or controlled by packing. When the 
incision is completed the wound is packed with 
gauze. This method is applicable to simple straight 
fistulas only. ; 

| Excision of the Fistulous Tract. The time re- 
quired for the deep incisions produced in the pre- 
ceding methods to heal should forbid their employ- 
ment by experienced surgeons working under favor- 


Fig. 9. 


able conditions. Excision of the fistulous tract and 
immediate suture should be given the preference. 
This operation has the advantage that if primary 
union is obtained, as it should be in go per cent. of 
cases, complete healing takes place in a week. If it 
fails the wound heals by granulation by the open 
method and nothing is lost. 

The operation is done as follows: The area about 
the fistulous tract is infiltrated. The direction of 
the tract is determined and the skin over it is infil- 
trated to -the mucous membrane and as far within 
the anus as the needle will reach (Fig. 7). The 
sphincter is then infiltrated and dilated as above de- 
scribed under the operation for hemorrhoids, When 
the sphincter has been dilated the tissues about the 
fistulous tract should be infiltrated freely (Fig. 8). 
With a grooved director passed through the tract it 
is easily possible to infiltrate the tissue about the 
tract without allowing the needle to traverse the 
infected area (Fig. 9). Especial care is required to 
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secure a satisfactory anesthesia about the tract be- 
cause of the fact that scar tissue is of all tissues 
the most difficult to anesthetize. The incision is 
then begun, circumscribing the fistulous opening and 
is continued in the direction of the fistulous tract, 
which has been previously determined, down to the 
anal margin. These parts about the tract which 
were not previously accessible are then infiltrated 
as fully as possible. The fistulous tract is then dis- 
sected out in its entire extent and is removed still 
threaded upon the probe or director (Fig. 9). Care 
should be taken not to cut into the fistulous tract 
because of the infective material which would be lib- 


Fig. 11, 


erated by so doing. If it is not possible to find the 
cpening of the fistula into the gut it is necessary to 
find the highest point in the fistula and after anes- 
thetizing the mucous membrane to force the end of 
the director through it and then proceed with the 
dissection. 

The fistulous tract having been dissected out, the 
closure of the wound is proceeded with. The mucous 
membrane of the gut is closed by a separate layer 
of sutures, best interrupted catgut sutures with the 
lumen within the gut (Fig. 10). The deeper portion 
of the wound is closed with buried interrupted cat- 
gut sutures (Fig. 10). That portion of the tract 
near the skin may be closed with silkworm gut ( Fig. 
11). It is well to protect the line of suture within 
the gut by a small gauze pack. This will cause no 
discomfort if the sphincter has been properly di- 
lated. 

Fissures of the Anus. Those fissures which do 
not yield to simple cauterization are best treated by 
excision. For this operation the sphincters are di- 
lated in the typical manner as given for operations 


for hemorrhoids. The anesthesia preliminary to di- 
latation includes also the fissure, and as soon as the: 
sphincter is dilated excision of the fissure may pro- 
ceed. After excision hemostasis is secured by liga~ 
tures and the wound closed by sutures, 
“A RAPID METHOD OF HEALING AB-: 
SCESS OF THE BREAST.” 
IsaDorE SEFF, M.D., ; 
Adjunct Surgeon, Beth Israel Hospital; Chief in 
Female Surgical Department, Beth Israel 
Hospital Dispensary. 
NEW YORK. 


The general dissatisfaction with the open method 
of treatment of mammary abscess (incision and 
drainage) is justified; when we consider that the 
duration of healing is usually prolonged, that re- 
peated dressings are necessary and that the exten- 
sive mutilation is accompanied by temporary, and, 
at times, permanent loss of function. 

For many years numerous attempts have been 
made to obviate these disadvantages, but with the 
exception of the Bier-Klapp suction hyperemia 
treatment, none has received serious consideration. 
While this method promises undoubted advantages 
over simple incision and drainage, it cannot be re- 
garded as entirely satisfactory. The duration of 
healing is from four to six weeks, occasionally 
longer. The method requires daily treatment, each 
of three-quarters of an hour to an hour duration. 
It requires an expensive armamentarium. Further- 
more, the method does not prevent the develop- 
ment of secondary abscesses, 

I was led to employ the method about to be de- 
scribed by the results obtained in a large series of 
abscesses situated on other parts of the body. I 
found that: by simple puncture and evacuation of 
pus followed by irrigation with a solution of bi- 
chloride of mercury and the subsequent injection 
of tincture of iodine or Lugol’s solution, the ab- 
scesses healed with extraordinary rapidity, usually 
within five to ten days and with practically no scar. 


The first opportunity to employ this mode of treatment 
in breast abscesses presented itself in a 13 year old girl 
afflicted with severe scabies, who developed a large ab- 
scess of the right breast, due probably to infection from 
scratching. When first seen the inflammatory condition of 
the breast had existed for a period of two weeks. The 
affected breast was the size of a large orange. There were 
redness and tenderness, with distinct fluctuation. The 
right axillary glands were enlarged. A stab with the point 
of a narrow scalpel was made in the dependent portion of 
the breast, a half inch beyond the areola, and about 1% 
ounces of very thick yellow pus were evacuated under 
moderate pressure. The cavity was then irrigated with a 
1-5000 bichloride of mercury solution. About 14% ounces 
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of Lugol’s solution was then injected with a small hand 
syringe into the abscess cavity, and the excess allowed to 
escape. A wet dressing of liquor Burowii was applied 
without drainage. Forty-eight hours later the breast was 
half its former size. Redness and tenderness had almost 
entirely disappeared, and the — had suffered prac- 
tically no pain in the interval. There was well marked in- 
duration of the walls of the abscess cavity. The edges of 
the small incision were found glued together; but on gentle 
manipulation with a probe the abscess cavity was opened, 
permitting the escape of about % ounce of sero-purulent 
discharge. The procedure of the first day was repeated. 
Two days later the size of the breast and induration were 
found unchanged, but redness and tenderness had almost 
entirely disappeared. The discharge was much diminished, 
and was serous in character. At this time and on the next 
visit, 48 hours later, Lugol’s solution alone was injected, 
and a tight dressing was applied. There was rapid heal- 
ing, so that on the tenth day the abscess cavity had become 
completely obliterated, but there was still some induration 
of its walls. The patient was discharged cured, and ad- 
vised to return within a week. At this time the induration 
had completely disappeared. Only a small scar remained. 

The next case was one of the usual type of lactation 
suppurative mastitis. The patient was a primipara, 25 
years old, who presented herself ten days after the onset 
of the inflammatory symptoms. There were redness, local 
tenderness and induration of the outer and lower quad- 
rant of the right breast, with a small area of softening at 
the edge of the areola. On account of the marked in- 
duration, constant hot applications were advised for 48 
hours. At the end of this period there was a large area 
of fluctuation. Under local ethyl chloride anesthesia a 
small stab puncture was made with a narrow scalpel, just 
beyond the edge of the areola, and about an ounce of 
thick yellow pus was evacuated. The cavity was washed 
out repeatedly with 1-500 bichloride of mercury solution, 
and pure tincture of iodine was injected. A wet dressing 
of liquor Burowii was applied. The baby was kept nurs- 
ing at the other breast. At the first dressing, 48 hours 
later, the redness and tenderness were markedly diminished 
and about 2% to 3 drams of sero-purulent discharge es- 
caped on the insertion of a grooved director. Again there 
was found, as in the first case, a well marked induration 
of the walls of the abscess cavity. Bichloride of mercury 
solution and tincture of iodine were again used as upon 
the day of the incision. At the second and third dressings, 
four and six days, respectively, after the incision, the red- 
ness and tenderness were almost entirely gone. Indura- 
tion was still present. The discharge at the time of the 
third dressing was serous in character and tincture of 
iodine alone was injected. A firm dry dressing was ap- 

lied. The baby was allowed to nurse at the affected 

reast. Two days later the abscess was practically healed 
with the exception of slight induration, and a slight 
amount of serous discharge. Tincture of iodine was in- 
troduced on a probe into the opening of the former abscess 
cavity, and a dry dressing was applied. On the tenth da 
after the incision the abscess cavity was entirely heale 
The secretion of milk was undiminished and the baby 
thrived. The patient was instructed to return within ten 
days. At this visit the right breast was found in a nor- 
mal condition with the exception of a small scar. The 
patient called my attention to a painful and tender swelling 
situated at the inner and lower quadrant of the left breast. 
As there was distinct fluctuation, the method of procedure 
was the same as that previously employed for the right 
breast. Healing took place within a period of ten days. 
Lactation was interrupted for six days only, and subse- 
quently continued until the baby was a year old. 


My experience has led me to formulate the fol- 
lowing rules for my guidance in the treat rent of 
suppurative conditions of the mammary gland: On 
the first appearance of localized pain, tenderness 
and induration, I advise the constant application of 
heat in the form of hot compresses for 24 to 48 


hours. Under this treatment the indurated area 
becomes absorbed and the breast returns to the 
normal in a few days. However, if pus is already 
present, the application of heat hastens the soften- 
ing of the indurated area and indirectly leads to 
the earlier evacuation of the pus by surgical means. 
As soon as a definite area of softening makes its 
appearance, a very small stab wound or puncture 
is made with a scalpel, and the pus is allowed to _ 
escape. The cavity is then washed repeatedly with 
a 1-5000 solution of bichloride of mercury. With 
a small hand syringe the abscess cavity is then 
filled with undiluted tincture of iodine. The appli- 
cation of the iodine usually produces a moderate 
amount of pain of a burning character, which lasts 
but a few minutes. Within a very short time there 
develops an area of redness extending for a con- 
siderable distance beyond the confines of the ab- 
scess. This usually persists throughout the whole 
period of healing. I employ neither packings nor 
drains of any kind. A wet dressing of liquor 
Burowii is usually applied. The bichloride of 
mercury solution and the tincture of iodine are 
used at subsequent dressings (usually at intervals 
of 24 to 48 hours), as long as the discharge con- 
tinues to be purulent in character. Wien the dis- 
charge becomes serous, iodine alone is injected and 
a firm dry dressing is applied. Within 24 hours 
after the first application of the bichloride of mer- 
cury and the tincture of iodine there develops a 
well marked zone of induration in the abscess wall. 
This persists during the entire period that the ab- 
scess discharges and gradually disappears within 
ten days after the abscess cavity has co npletely 
healed. In the majority of the cases healing takes 
place within 10-14 days. The original incision be- 
ing practically a puncture wound leaves a barely 
visible scar. 

Up to the present time six cases have been 
treated by the above method, four in lactating 
women and two in virgins. In none of these were 
complications present, nor was a repetition of the 
incision necessary. Secondary abscesses did not 
occur. Lactation was resumed at the end of the 
sixth day in all the nursing women. 

While I appreciate that the number of cases 
hardly justifies the advocacy of a new method of 
treating these conditions, my excellent results with 
over a hundred cases of superficial abscesses 
treated by this same method lead me to believe 
that further experience in suppurative mastitis will 
yield me similarly good results, 

Whether the formation of an irritating iodide 
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of mercury, which occurs when the bichloride and 
iodine are employed together, is an advantage or 
not, is a question which I shall attempt to decide 
by a series of control observations, in which a non- 
irritating fluid, such as salt. solution, will be sub- 
stituted for the bichloride solution. The advan- 
tages of this method are: 
1. Very small single incision. 


2. Comparative painlessness, as packings and 


drains are unnecessary. 

3. Secondary abscesses do not occur. 

4. Short time consumed for each dressing, and 
comparative infrequency of dressings. 

5. Short duration of the healing process. 

6. Inexpensiveness. 

7. Nursing is interrupted only for a short time 
(six days). 

8. Absence of large scar formation. 
108 West 108TH STREET. 


THE REMOVAL OF A FOREIGN BODY 
FROM THE RIGHT BRONCHUS BY 
UPPER BRONCHOSCOPY, WITH | 

SOME REMARKS ON A NEW 
METHOD OF PASSING THE 
BRONCHOSCOPE.* 
Ricuarp H. Jounston, M.D., 
BALTIMORE, MD. 


On December 7, 1910, Mr. J. W. S., 21 years 
old, native of South Carolina, was brought to me 
by Dr. F. M. Winchester, of Charlotte, North 
Carolina, with the following history: December 4, 
while playing with his little niece, she placed a 
scarf pin in his mouth. He seized the head of 
the pin with his teeth and coughed, the pin imme- 
diately disappearing down his throat. <A_ severe 
paroxysm of coughing followed and he realized 
that the pin had entered his trachea. He hastened 
to his family physician who told him he could do 
nothing for him and advised him to see Dr. Win- 
chester. He reached Charlotte the next morning, 
but did not succeed in finding the doctor until that 
afternoon: He was taken to the city hospital that 
night for an X-ray picture, which showed the pin 
in the right bronchus with the head down. The 
shadow of the pin was long, covering three and a 
half ribs. On his arrival here the patient was in 
_ good condition. A slight cough was his only symp- 
tom, On the car the night before he had not slept 
— because the jolting of the train hurt his right 
chest. 

From the severe paroxysm of coughing when 
the pin disappeared, and. the location of the shadow 
to the right of the middle line, there was no doubt 
that we had a foreign body of the right bronchus 


* Read before the Baltimore City Medical Society, Section on 
face Surgery, January 6, 1911. Z 
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to deal with. That afternoon at the University Hos-. 
pital the patient was given a hypodermatic injec- 
tion of morphine and atropine. A half hour later 
he was placed in the sitting position with the head 
slightly extended and supported by a nurse. Co- 
caine solution was applied to the pharynx with 
curved forceps. After waiting a few minutes 
Jackson’s direct laryngoscope was passed and the 
larynx was cocainized through it. There was no 
difficulty in passing a 7 mm. bronchoscope between 
the vocal cords and. down the trachea into the right 
bronchus. When the end of the tube was 13 inches 
from the upper teeth, the head and point of the 
pin could be seen. The point presented free in the 
bronchus just at the end of the bronchoscope. At 
this point, as I reached for my forceps to grasp the 
pin, the patient coughed and it disappeared. After. 


Fig. 1. 


hunting some minutes longer, I decided to post- 
pone further action until the following day. 

The patient was prepared for general anesthesia 
and early the next morning another X-ray picture 
showed the pin in about the same position, but 
apparently sticking in the outer wall of the bron- 
chus. Assisted by Doctors Piggott, Willse and 
Stewart, of the hospital staff, and under chloro- 
form narcosis, I passed the g mm. bronchoscope 
with the head in the straight position, the larynx 
having been first cocainized to prevent possible re- 
flexes. After the passage of the tube between the 
vocal cords, the head was gently lowered over the 
end of the table until it was in the Boyce position. 
Cocaine had to be applied to the tracheal mucous 
membrane because of cough. When the tube en- 
tered the bronchus, a quantity of mucus was ex- 
pelled, probably from the irritation of the mem- 
brane the day before. After the mucus had been 
wiped away the tube was pushed down, and, at 13 
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was seen sticking in the outer wall of the bron- 
chus. Pfau’s foreign body forceps were introduced 
through the tube and at the first attempt the shank 
of the pin was grasped and carefully manipulated 
to free the point from its attachment to the mucous 
membrane. No effort was made to extract the 
pin for fear of driving the point through the wall 
of the bronchus. The patient coughed and the 
forceps were withdrawn. The point of the pin 
now presented itself free in the lumen of the bron- 
chus. The forceps were again introduced and the 

int seized and drawn up into the bronchoscope. 

he head was too large to pass through the tube. 
After satisfying myself that the pin was in the 
tube, the forceps, pin and tube were drawn out to- 
gether. The actual time in disengaging the pin 
and removing it was about five minutes. The en- 
tire operation was about 45 minutes. The pin 
measured three and one-eighth inches in length. 
The patient recovered promptly from the anes- 
thetic. That night his temperature was 99.2° and 
he was nauseated. The next morning his tempera- 
ture was normal and he declared himself well 
enough to start for home. 

I wish to refer briefly to a new method of 
passing the bronchoscope which has made 
bronchoscopy much easier to me. I think all 
laryngologists will admit that the difficult stage of 
bronchoscopy is in passing the tube between the 
vocal cords into the trachea. The vocal cords once 
passed, it requires no special skill to push the tube 
further down. In order to explain satisfactorily 
the new method, it will be necessary to describe the 
older methods of direct laryngoscopy. As de- 
scribed by Killian and Jackson direct laryngoscopy 
consists in throwing the head far back in extension 
to get the mouth, pharynx and larynx in the same 
straight line. Under general anesthesia the pa- 
tient’s head is dropped over the end of the table 
and held in the proper position by an assistant. 
The operator sits or kneels at the head, passes the 
direct laryngoscope down, and hooks the spatula 
end of the instrument around the epiglottis and 
pulls it with the base of the tongue upward. The 
left hand is suspended in the air and the strain on 
the wrist is great since the tenseness of all the neck 
muscles must be overcome. When the larynx 
comes into view, the bronchoscope is passed 
through the laryngoscope between the vocal cords. 
The laryngoscopes are made in two pieces so that 
they can be removed and the bronchoscope left in 
situ. It is almost impossible to operate in the 
larynx under general anesthesia unless one works 
rapidly, which is dangerous. 

‘About two years ago I described the flexed 
method of direct laryngoscopy. In April; 1908, 


inches from the upper teeth, the point of the pin— 


Mosher published his “left lateral route,’ which 
was designed primarily for the examination of the 
upper end of the esophagus and which consisted in 
turning the patient’s head to the left until the 
cheek almost touches the table and flexing the head 
on the chest. A specially devised instrument was 
then passed between the bicuspid teeth and the 
epiglottis was hooked up. The instruments were 
entirely too cumbersome and had to be used with 
a headlight which I think is a disadvantage. On 
account of the difficulty of getting and keeping the 
head in the right position and the cumbersome in- 
struments, this method has not been generally 
adopted. In July, 1908, I conceived the idea of 
placing the patient’s head straight on the table and 
passing the old Jackson laryngoscope between the 
incisor teeth. The epiglottis was pulled up and a 
clear view of the larynx obtained. In my earlier 
work I placed a pillow. under the head to secure 
flexion. Further observation has convinced me 
that flexion is not necessary, a perfectly straight 
position of the head, held firmly by an assistant, 
makes direct laryngoscopy easy. 

After working with the straight method of di- 
rect laryngoscopy for some time, it occurred to me 
that it might be possible to pass the bronchoscope 
in this position thus eliminating the strain on the 
wrist and the force required to overcome the tense 
muscles of the neck in the extended position. At 
the University Hospital, where all our tube work 
is done, we have been trying for some time past 
bronchoscopy in the straight position. It has 
worked admirably and has proven so easy that the 
work has become a pleasure. The method of pro- 
cedure is as follows: The patient is placed on the 
table with the head in the normal straight position. 
A.general anesthetic, preferably chloroform, is ad- 
ministered because ether irritates and causes secre- 
tion of mucus. The modified direct laryngoscope 
is passed straight down between the incisor teeth 
and when the epiglottis comes into view the spatula 
end of the instrument is hooked behind it. By 
making slight pressure on the upper teeth the epi- 
glottis and base of the tongue are pulled up and 
the larynx opened for inspection. A weak solu- 


tion of cocaine is now applied to the larynx 


through the tube to prevent reflexes. With the 
laryngoscope in position the bronchoscope is passed 
through it to the vocal cords. With the eyes fixed 
on the end of the tube, a slight twisting motion 
is used which sends the bronchoscope between the 
cords. The breathing is now distinctly tubal in 
character. The laryngoscope is removed and the 


Vor. XXV. No. 7, 


OpPENHEIMER—OTITIC MENINGITIS. 


AMERICAN 
JourNAL oF SurGeRY. 231 


head of the patient gently lowered over the end of 
the table. The examination is now proceeded with 
as in the extended position. In the above proce- 
dure the operator stands to the left of the patient 
and uses the laryngoscope in the left hand. Both 
direct laryngoscopy and bronchoscopy are easier 
than with the head extended because the muscles 
are all relaxed. _ 

There are a few experts who will continue to 
use the extended position. For the majority I 
believe the straight position will prove simpler and 
easier. It is my intention to try bronchoscopy 
without lowering the patient’s head over the end 
of the table. By using pillows under the neck and 
back and by throwing the table slightly down, I be- 
lieve a bronchoscopic examination can be made 
without lowering the head since the trachea and 
bronchi yield readily to the movements of the tube. 
If this can be done it will not be necessary to hold 
the head so carefully as is now done and one assist- 
ant can be dispensed with. 
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A CASE OF OTITIC MENINGITIS PRE- 
SENTING SOME UNUSUAL SYMPTOMS. 
SEYMOUR OPPENHEIMER, M.D., 

NEW YORK. 


H. P., age 67. Thirty years ago had specific 
disease for which he received appropriate treat- 
ment. Has always enjoyed exceptionally good 
health. In the early part of April, 1910, the left 
ear discharged, following an acute rhinitis, for 
which he consulted his physician, who found the 
auditory canal much swollen, the tympanic mem- 
brane perforated, and the middle ear discharging 
copiously. After three weeks of irrigation treat- 
ment the discharge ceased. Shortly thereafter the 
patient developed an acute attack of influenza and 
the ear again discharged. For the subsequent 
weeks he was not under medical observation, the 
aural discharge ceasing. 

About May 14, he again consulted his physician, 
complaining of severe frontal and temporal head- 
ache. No aural discharge. Temp. 101.8°, Two 
days later a swelling appeared above and below 
the ear and the headache ceased. At this time I 
was asked to see him by Dr. Eugene Eising, his 
attending physician. I found markedly edem- 
atous and infiltrated area about the mastoid re- 
gion, extending well up over the zygomatic and 
temporal parts. Considerable infiltration was also 
present along the neck with marked lymph nodular 
swelling. The auditory canal was completely pro- 
lapsed, preventing a view of the canal fundus. 
Hearing for aerial conduction was almost absent. 
The left ear showed the existence of a marked 
sclerotic process with a total loss of hearing. The 
general physical condition of the patient was excel- 
lent, and no suggestion of any meningeal irrita- 


tion was present. 
Temp. 99.2°, pulse 96, resp. 24. 


Urinary examination, negative. 


Diagnosis: Acute mastoiditis with a probable 
cortical perforation, 

Operation, May 17. The usual curvilinear in- 
cision through the enormously swollen tissues was 
made, extending from the upper level of the ear to 
the tip of the mastoid process, 4 inch posterior to 
and paralleling the retroauricular fold. A_hori- 
zontal incision was also made owing to the width 
of the mastoid process. ‘The periosteum was well 
elevated, making a large exposure of the operative 
field. A perforation of the external cortex was 
found in the region of the suprameatal triangle, 
from which large quantities of pus escaped. A 
probe introduced into this perforation entered a 
large cavity. With the exception of the marginal 
edges of the perforation the cortex was extremely 
hard. The intercellular osseous walls were much 
necrosed and large masses of granulation tissue and 
swollen pyogenic membrane and free pus were 
present. The entire cavity was thoroughly curet- 
ted, including the zygoma cells. The tip of the 
mastoid process was removed en masse. A very 
small area of dura was uncovered posterior to and 
above the turn of the sigmoid sinus as well as 
overlying the anterior bony plate of the sinus, the 
bony covering at these points being necrotic. The 
exposed vein wall appeared normal. Unfortunately 
the specimen of the pus from the interior of the 
mastoid, submitted to the laboratory for examina- 
tion was mislaid. 

The patient reacted well from the operation and 
was apparently in excellent condition. Thirty-six 
hours later a chill occurred, lasting seven minutes, 
and the temperature rose to 106.2°, the pulse to 
138 and the respirations to 38. The patient then 
fell asleep after speaking to the nurse and upon 
his awakening in the morning an aphasia was 
noticed. An hour later, when I saw him, he was 
irritable and restless and was unable to speak; 
temperature 105.8°, pulse 140, respiration 36. The 
presence of aphasia, of course, suggested a possi- 
ble brain abscess, and the marked chill and rapidly 
following rise in temperature was suspicious of a 
sinus infection. The mental irritability at that 
time was not sufficient to warrant the diagnosis of 
a meningitis. The patient was taken to the operat- 
ing room and the wound inspected. It appeared 
normal. <A blood culture was taken which was 
subsequently reported as being negative. Lumbar 
puncture was also performed and the cerebro-spinal 
fluid was found to contain the streptococcus muco- 
sus capsulatus, the polynuclear percentage being 
96. About four drams were withdrawn under a 
normal pressure. It was turbid and of brownish 
color; temperature 102.4°, pulse 140, respiration 
40. The pupils were equal and of normal reaction. 
The fundi were normal, as well as the ocular move- 
ments. Left facial innervation slightly stronger 
than the right. _ Urine voided involuntarily. 
Owing to the inability to cause the patient to 
understand, the mouth and tongue were not ex- 
a'rined. The upper extremities move equally well. 
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The deep reflexes are present. Both sides of the 
thorax move equally well. Abdominal reflexes 
very light. Right cremasteric reflex diminished. 
Motility of both lower extremities normal. Both 
knee jerks increased. No Babinski, Mendel or Op- 
penheim signs present. Kernig’s sign marked on 
both sides. Some retraction of the head. Patient 
speechless and apparently unable to recognize what 
is being said, although he looks at one in response 
to speech understandingly, but attempts to elicit 
understanding of speech, either written or spoken, 
are futile. When asked if he wants to drink, when 
shown a glass of water, apparently in sign of rec- 
ognition he nods his head. No response to noises. 
No muscular tremors or twitchings. White blood 
count 28,000, polynuclears 94 per cent. 

Operation. — Subdural drainage; 
anesthesia. 

With the diagnosis of a meningitis, the patient 
was taken to the operating room and the upper end 
of the primary mastoid incision extended upwards 
and forwards through the temporal muscle. The 
underlying squamous plate of the temporal bone 
being rongeured away, making a large exposure of 
the dura of the middle cranial fossa. The dura was 
not bulging appreciably and was pulsating. A 
large incision was made therein, and but a small 
amount of cerebro-spinal fluid escaped. In making 
the incision through the dura a branch of the mid- 
dle meningeal artery was severed, requiring 
ligaturing. The pia-arachnoid was much con- 
gested, but showed no evidences of exudate. 

Three pieces of rubber tissue were introduced 
in different directions into the subdural space, the 
wound repacked and the patient returned to bed. 
A few hours later anti-streptococcus serum was in- 
jected into the cerebro-spinal canal. During the 
day and night all the signs of meningeal irritation 
markedly increased and a further exploration of 
the cranial cavity was determined upon; tempera- 
Nee 103°, pulse extremely rapid and of poor qual- 


gas-oxygen, 


Operation. —Conversion of simple mastoid into 
the radical and drainage of posterior cranial fossa. 
Gas-oxygen anesthesia. 

With a broad-nosed rongeur the bony wall be- 
tween the mastoid cavity and the middle ear was 
rapidly broken away and the prominence of the 
ridge of the facial nerve leveled down to allow of 
a thorough inspection of the middl- ear spaces, the 
ossicles and membrana tympani being curetted 
away. No evidences of a fistula either over the 
roof of the tegmen tympani or in the region of the 
cochlea or semicircular canals could be detected. 
An area of bone was then removed in front of the 
descending limb of the sigmoid sinus between it 
and the posterior surface of the petrous pyramid, 
until the internal auditory meatus came into view. 
The dura was incised at this point and a drain of 
beaggl tissue introduced. The condition of the pa- 

ent required much stimulation at this time and 
an intravenous injection was given. The operative 
shock was most pronounced, and death took place 
three hours later. 


Post-mortem Examination.—The portion of the 
brain which appeared in the wound was dark red 
in color and hemorrhagic. Extending from and 


along the convexity from the upper part of the 


frontal lobe to the occipital lobe, there is a purulent 
inflammation of the meninges. In the upper por- 
tion of the post-central convolution is a fairly ex- 
tensive pial hemorrhage about two c. c. in diam- 
eter. There is also a productive inflammation of 
the meninges over the cerebellum, older than the 
process in the pia over the cerebrum. No abscess 
or hemorrhage in interior of the cerebrum. The 
left lateral sinus shows a recent non-adherent clot. 
Over the frontal lobe the pial vessels are much 
congested and subpial extravasations are present 
along their course. Sections from the fronto-oc- 
cipital and temporal lobes show an acute exudative 
meningitis, 

The points of extreme interest in the case are: 

1. The undoubted existence of areas of cerebel- 
lar meningitis, present at the time of the primary 
mastoid operation, but with no recogusmaple evi- 
dences of the lesion. 

2. The development of the aphasia, which is a 
very unusual symptom in connection with an un- 
complicated meningitis. This latter symptom is 
due to the fact that the temporal lobe on the base 
has no known function, and, according to Starr, 
if the disease advances upward on the left side, a 
sensory aphasia may result. 


A CASE OF MULTIPLE FUNGOID PAPIL- 
LOMATA OF THE LARYNX, WITH 
REMARKS ON THE REMOVAL OF 

GROWTHS FROM THE LARYNX BY 
MEANS OF THE LARYNGOSCOPE 
AND THE SNARE* 
“Wittram Westey Carter, A.M., M.D., 
Assistant Surgeon, Manhattan Eye, Ear and 
Throat Hospital, 
NEW YORK. 


It is not my desire, in designating this case as 
one of fungoid papilloma of the larynx, to estab- 
lish a scientific entity. I wish only to record a case 
which in my opinion merits this distinction because 
of its unique history, the unusual appearance of 
the growth, the method of treatment employed, 
and the results obtained. I wish also to express 
my views in favor of the removal of laryngeal 
growths, whenever possible, by the use of the 
laryngoscopic mirror and the snare. 

The patient was brought to me by his physician, 
Dr. Carl Vernon Reynolds, of Asheville, N. C. 

Mr. J. R., forty-seven years of age, was born 
and has always lived in Asheville, N. C. 

His father died with tuberculosis, his mother is 
living and well. There is no hereditary history of 


* Presented before the New York Academy of Medicine (Section 
on Laryngology), October 26, 1910. 


Vor. XXV. No. 7. 


CARTER—FUNGOID PAPILLOMATA. 


AMERICAN 
JourNAL OF SuRGERY. 


233 


cancer or syphilis. In early childhood he had 
measles and pertussis and seven years ago typhoid 
fever. He denies venereal infection. When a boy 
he had numerous warts on his hands and feet. 
He has spent most of his life out-of-doors, under 
what might be considered ideal climatic conditions. 

All during his earlier years, and even up to man- 
hood, he was subject to frequent attacks of croup, 
during which attacks he would always become 
cyanosed; on several of these occasions he came 
near dying from suffocation. 

When he was five years old he became very 
hoarse, and within two months lost his voice com- 
pletely; since this time he has never been able to 
speak above a whisper. At times he suffered some 
with dyspnea; he was unable to lie in a reclining 
position without having a sensation of suffocation 
and could never take any violent exercise. He 
has suffered no pain and no difficulty in swallow- 
ing, but he has often had a sensation of pressure 
in his throat. For many years he has had a tick- 
ling in the throat, which caused him to cough vio- 
lently; on these occasions he would expectorate 
small masses having the appearance of bits of 
cauliflower. As long as he can remember his in- 
spiratory efforts have been difficult and attended 
by a wheezing sound. 

His case was diagnosed as asthma, and he was 
treated for this affection for a number of years. 
He was never examined by a laryngologist until 
three years ago, when the growth in his larynx was 
discovered but no treatment was given. 

In this case, therefore, we may safely assume 
that the affection began in infancy and pursued its 
natural course up to the age of forty-seven years, 
undisturbed by treatment of any kind. 

During the past two months he has suffered ter- 
ribly with dyspnea, has been unable to lie down, 
and says that he has not slept a wink in a month. 
He has recently lost twenty-seven pounds in 
weight. 

I was called to see the patient at midnight on 
September 6, 1910. I found him walking around 
the room in great distress and having that anxious 
expression characteristic of air-hunger. He was 
greatly emaciated and presented the appearance of 
a phthisical subject. 

Examination of the chest showed it to be badly 
formed. There was retraction of the intercostal 
and infraclavicular spaces during inspiration. 

The heart and lungs were normal. There was a 
high-pitched, tubular respiratory murmur over the 
entire chest, accentuated over the right apex; but 
I attributed this to the sound made in the ob- 
structed larynx. This assumption proved to be 
correct, for it was not heard after the operation. 
No tubercle bacilli were found in the sputum. 

Examination of the larynx showed it to be al- 
most blocked by papillomatous masses having a 
peculiar fungoid appearance; the extremities of 
these masses looked like pale granulation tissue, 
not unlike that frequently seen in advanced cases 
of tuberculosis of the larynx. The edematous con- 
dition of the surrounding tissues gave one the im- 


pression of an active inflammatory condition. The 
largest mass was attached to. the left side of the 
larynx, and acted like a ball-valve on inspiration, 
causing almost complete obstruction. 

The critical condition of the patient was ap- 
parent, so I transferred him at once to the Manhat- 
tan Eye, Ear and Throat Hospital, and prescribed 
steam inhalations and a spray of adrenalin for the 
temporary relief of the symptoms, 

The next day I removed with a snare the large 
growth on the left cord. This gave instant re- 
lief from the dyspnea, and on the following day the 
edema had sufficiently subsided for me to locate 
the other growths. These seemed to spring from 
every part of the larynx. Both the cords and the 
ventricular bands were affected; there was one 
growth in the anterior commissure and another in 
the still more unusual location, the posterior com- 
missure. 

Operating every third or fourth day, I removed 
endo-laryngeally all of these growths with the Sa- 
jous snare, with the exception of those in the com- 
missures, which were removed with the Krause 
laryngeal cutting forceps. The bases of the growths 
were touched with the electro-cautery. A solu- 
tion containing equal parts of cocaine 20 per cent. 
and adrenalin 1-1000 was freely applied before 
each operation. The patient experienced no dis- 
comfort following the removal of the growths, but 
he complained bitterly of the pain after the use 
of the electro-cautery, which was applied only 
after the larynx had been cleared of all papilloma- 
tous tissue. 

All of the specimens removed were examined by 
Dr. Jonathan Wright, who pronounced them papil- 
lomata. 

After the operation the patient experienced no 
further difficulty in breathing, and during his stay 
of one month in the hospital he gained sixteen 
pounds, 

At first there was no improvement in the voice, 
nor would this be expected, since the obstruction 
had existed so long, and the infiltration, especially 
in the inter-arytenoid area, was so extensive. 

In a letter recently received from Dr. Reynolds, 
he states that there are no signs of a recurrence of 
the growths and that the patient is in splendid 
physical condition and is recovering his voice. 

In a still more recent communication from the 
patient himself, dated December 14, he states that 
he has’ recovered his voice almost completely, and 
that he has gained twenty-eight pounds since the 
operation. 

One of the most interesting features of this case 
is that it gives us the natural history of papilloma 
of the larynx, in an otherwise healthy subject, be- 
ginning in early infancy and continuing up to the 
age of forty-seven years. 

It. is also of interest to note that this extensive 
growth was removed endo-laryngeally, a procedure 
the feasibility of which was doubted by one of our 


distinguished laryngologists, Dr, J. W. Gleitsman, 


ay 
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who saw the case before I did, and who considered 
it a case for thyrotomy. 

Papillomatous growths are unquestionably more 
frequent in children than in adults, and in the for- 
mer they are of serious import and frequently re- 
quire radical measures for their relief, but in many 
less severe cases we may easily assume that they 
disappear spontaneously when the age is reached 
when there is no longer a tendency to warty 
growths in the skin and mucous membranes. 
When, however, these growths persist after the 
age of puberty and continue to grow, if they are 
multiple, the situation becomes grave, for if left 
undisturbed suffocation is very apt to occur either 
from the continued development of the growth or 
from intercurrent affections attended by conges- 
tion of the larynx. Surgical intervention in these 
cases becomes imperative, therefore, and it is well 
to consider the best methods for their removal, 
taking into consideration the tendency which many 
of these growths have to recur. 

The removal of tumors from the larynx endo- 
laryngeally will, we believe, be accepted as the best 
method provided that it can be done. .The opera- 
tion of thyrotomy is a severe one, involving far 
more risk than any endo-laryngeal operation. 
Furthermore, the prognosis as to recovery of the 
voice after this operation is not a good one, nor is 
recurrence any less likely to take place. Further, 
in a case where there is a latent malignant ten- 
dency undiscoverable by observation, there is ex- 
treme danger of the spread of the disease beyond 
the confines of the larynx. The thorough removal 
of papillomata from the larynx without injury to 
the vocal cords or other structures by the endo- 
laryngeal operation requires a fair amount of skill 
and manual dexterity on the part of the surgeon, 
on the one hand, and a certain degree of education 
of the throat of the patient, on the other. 

I have adopted the Sajous snare as the best in- 
strument for this work for the reason that, 

1. It engages the tumor between the wire loop 
and the groove on the end of the snare and there 
is no danger of the growth falling into the trachea 
when the instrument is withdrawn. 


2. There is less traumatism to the surrounding 
healthy tissue from the use of the snare. This is 
a very important consideration for it is generally 
assumed that recurrent growths spring, not from 
tae bases of the primary growth, but from the por- 
tions of the larynx that have been injured during 
the instrumentation or from other operations. 


It is my belief that most papillomata are con- 
stricted between the flowering top and the base so 
that they can be engaged more or less easily in the 
loop of the snare. There are, however, two loca- 
tions in the larynx, viz.: the commissures, where 
the growths seldom occur—yet when they are at- 
tached here they are extremely difficult to remove 
with the snare. I believe there is no better instru- 
ment for the removal of these growths than the 
Krause laryngeal cutting forceps. The cutting 
edge of this instrument can be turned in any direc- 
tion; it obscures the view only to a limited extent 
and in my opinion is the best of the laryngeal cut- 
ting instruments. 

In regard to the wisdom of cauterization of the 
bases of these growths after removal, there exists 
some doubt in my mind. However, as_ before 
stated, these growths seldom recur at the original 
site, but from injured healthy portions of the 
larynx, and the use of a cautery even in the most 
skilful hands is certainly attended with the danger 
of injuring other portions of the larynx. Further- 


’ more, the pain and discomfort following the use of 


the cautery is a sufficient reason to dispense with 
it. 
As I have before intimated the skilful removal 
of growths from the larynx demands a certain 
amount of manual dexterity and this can be ac- 
quired only after considerable practice. The 
average clinic does not supply a sufficient number 
of these cases to “keep one’s hand in,” so to speak. 
It has been my custom while the patient is being 
trained for the operation, which usually covers a 
period of ten days or two weeks, to practice on a 
very simple improvised manikin, which is made 
as follows: An ordinary round lampwick, cut 
diagonally across the top is held vertically by a 
wire support. About two inches from the tip of 
the wick, an antero-posterior constriction is made 
which from the inside resembles the vocal cords; 
these are studded over with pins, the heads of 
which protrude slightly into the artificial rima glot- 
tidis. The laryngoscope is used in as natural a 
way as possible, and the pins withdrawn one at a 
time with the snare. By using different-colored 
pins, and having them placed in positions corre- 
sponding to the location of the growths in the 
larynx of the patient to be operated upon, one can 
become highly skilled in each individual case and 
can do the operation far more easily and quickly, 
and with less injury to the larynx than he could 
without such preliminary training. 
69 WeEsT 50TH STREET. 
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PENETRATING STAB WOUND OF THE 
ABDOMEN INVOLVING MESENTERY, 


JEJUNUM AND TRANSVERSE 
COLON; RECOVERY. 
Wa tter C. Cramp, M.D., 
Assistant Visiting Surgeon, Bellevue Hospital, 
NEW YORK. 


Penetrating stab wounds of the abdomen, 
especially in the lower portion, are apt to be seri- 
ous and they usually demand the prompt services 
of the surgeon if the dangers of peritonitis and 
active hemorrhage, the two most serious complica- 
tions, are to be reduced to a minimum. In former 
years, conservatism was frequently employed, 
operative treatment in many cases being postponed 
until the infection or bleeding were evidenced by 
symptoms or signs, but of late the tendency is to 
operate upon these cases immediately, for Neff has 
shown that in penetrating wounds damage is done 
to viscera requiring repair in 95 per cent. of cases. 
That there are no absolute diagnostic symptoms of 
penetrating wound, barring hemorrhage, which is 
often absent; that each case has its own peculiari- 
ties, both as regards degree of damage and the 
organs injured; lend extreme interest to these 
cases and justifies a report in every instance, the 
following case being no exception: 


C. P., an Italian, was admitted to Bellevue Hos- 
pital in the service of Dr. George D. Stewart, to 
whom I am indebted for the privilege of operating 
upon and reporting the case. On February 23, 
IgII, the patient received a penetrating stab wound 
of the abdomen 1% inches in length, the knife 
entering 2 inches below the umbilicus, slightly to 
the right of the median line. He bled profusely 
and on opening his clothing a portion of the omen- 
tum and a loop of small gut appeared on the abdo- 
men. The latter was pushed back by a bystander, 
but the omentum could not be reduced. The omen- 
tum was covered by sterile gauze by the ambulance 
surgeon and the patient was brought to the 
hospital, 

On admission, soon after the accident, the pa- 
tient was in extreme shock, with a temperature of 
95°. There was considerable hemorrhage from 
the wound from which 6 inches of omentum were 
protruding. He was anesthetized with ether, the 
omentum was washed off with saline solution, the 
abdominal wall painted with iodine, and the pro- 
truding omentum excised. The wound was en- 
larged, and the peritoneal cavity was found filled 
with blood. From a wound at the base of the 
mesentery 114 inches long, a profuse hemorrhage 
was taking place. This was with some difficulty 
controlled by ligatures. The gut was everywhere 
collapsed. A search revealed a wound % inch 
long, about three feet from the beginning of the 


jejunum, and another ¥% inch long directly on the 
opposite side of the gut, where knife had gone 
through; another wound ¥% inch long, about a foot 
higher up, and a wound of the same length in 
the lower border of the transverse colon, which in 
this instance hung down below the umbilicus. In 
all of these wounds the mucous membrane was 
protruding through the wound in the serous coat. 

These wounds were. all closed by a double row 
of Lembert sutures of Pagenstecher thread; the 
abdominal cavity was flushed of blood and feces 
with large quantities of saline solution, a consider- 
able quantity being allowed to remain in the cavity, 
and the abdomen was closed, except for a small 
drain in the lower angle of the wound, which was 
removed after twenty-four hours. 

The patient was treated with the Murphy rectal 
drip for three days, and he made an excellent re- 
covery. His temperature was never above 100°, 
and never above 99° after the third day. He left 
the hospital after eighteen days. 

The success of this case I believe to be due to 
the fact that an operation was done early, only a 
little over an hour intervening the injury and the 
operation. Extensive drainage of the abdomen 
was not attempted, only a small drain being left in 
the lower angle of the wound, which procedure 
was justified by the outcome of the case. I believe 
that a great deal of the infection from the intestinal 
tract was carried away both by the active hemor- 
rhage through the external wound and by the thor- 
ough flushing with saline solution. I feel certain 
that delay in this case would have cost the patient 
his life, since his condition on the table was criti- 
cal, necessitating artificial respiration and active 
stimulation, 
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THE PusLic HEALTH ASPECT OF CRIPPLES. 
Between 50 and 75 per cent. of the cases of de- 
formity seen are due to tuberculosis of the bones 
or joints. Of these, three-fourths are the children 
of parents suffering with pulmonary tuberculosis, or 
who have died of it, and from whom the patient is 


infected. These cases, if the disease is unchecked - 


by treatment, have gradually increasing bone de- 
struction, with the formation of abscess and fistula, 
which discharge pus through the skin, not for days 
and weeks, but for months and years. Although the 
bacillus tuberculosis is hard to demonstrate in this 
pus, still by animal injection and careful cultural 
methods it is shown to be present; so that these 
children with their pus soaked clothes are spreading 
the infection in turn, if scientific precautions are not 
taken.—R. Taytor, in The Virginia 
Medical Semi-Monthly. 
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INDEPENDENCE DAY INJURIES. 
Largely as a result of the campaign for a “safe 
and sane Fourth” last Independence Day showed a 


marked falling off in the total of casualties and 


deaths. The Journal of the American Medical As- 
sociation—which organ, we believe, deserves the 


largest measure of credit for the movement to put 


an end to fourth of July indulgences in fire-crack- 
ers, pistols and toy cannons—states that 


In 1909 there were reported 1,225 blank-cartridge 
wounds with 150 cases of tetanus, while in 1910, largely 
as a result of improved control of celebration by munici- 
palities, only 450 blank-cartridge wounds were inflicted—a 
mere trifle—causing but 72 cases of tetanus, of which about 
67 were fatal. 


Fourth of July explosives neverthless caused last 
year 131 deaths and “2,792 injuries of greater or 
less severity.” 

The reaction against the long-established cus- 
* tom of Independence Day observance is setting in 
surely, but it has thus far affected but relatively 
few municipalities and individuals. 
fore expect this year a still smaller but neverthe- 
less considerable number of cases of injuries and 
infections by fireworks; and it is of great import- 
ance to be prepared to handle them vigorously. 

Wounds by blank cartridges and fire-crackers, 
though often relatively insignificant in extent, are 
the most serious, since these materials are the noto- 
rious tetanus carriers. These wounds should im- 
mediately be laid widely open in every angle, pre- 


We must there- 


ferably under general anesthesia. Every particle 
of wad must be removed and all portions of the 
track along which the wad traveled should be 
vigorously curetted. In this curetting neither fascia 


nor muscle should be respected. Bloodvessels of 


size can be avoided or ligated, however; and, of 
course, nerve tissue must be spared. After this 
rough cleansing the wound should be swabbed out, 
with equal thoroughness, by tincture of jodine. This 
is probably preferable to pure phenol, followed by 
alcohol. Pack with gauze drains all crannies of 
the wound, which must be kept wide open, and 
apply a liberal wet dressing. Administer at once 
a prophylactic dose of tetanus antitoxine; if the 
wound is several days old, or is suppurating, give 
an extra large dose. 

In a small percentage only of established cases 
of tetanus the antitoxine, injected repeatedly and 
in large doses (preferably intraspinally), effects 
—with other measures—a cure. The greatest use- 
fulness of antitetanic serum is as a preventive; the 
best treatment of tetanus is its prophylaxis !— 
W. M. B. 


POST-OPERATIVE SUFFERING IN 
SUMMER. 

It would be interesting to know to what extent 
severe summer heat contributes to surgical mor- 
talities. It is no doubt the experience of all sur- 
geons during periods of unusual heat that while 
one or two of their post-operative cases appear 
curiously indifferent to the temperature, most of 
them, some ether-laden and. swathed in dressings, 
are sorely tried by it. And we cannot but believe 
that not infrequently a severe heat spell turns the 
tide against some patients struggling between life 
and death after a serious surgical attack. 

It is worth every effort to spare sick people from 
the great discomfort of very hot weather. In re- 
spect of surgical cases, several things will suggest 
themselves: When it is expedient to postpone them, — 
operations of election had best not be performed in 
periods of unusual heat. Dressings and bandages 
should be made as light as will suffice. (About the 
head ard neck, bandages may often be replaced by 
gauze caps, adhesive straps, tapes, collodion dress- 
ings, etc. The abdominal binder can usually be 
dispensed with. If there be abundant wound dis- 
charge a comparatively light dressing, frequently 
replaced, can do the work of a bulky one changed 
less often. Starch splints, reinforced with strips of 
metal or basswood veneering, will in many cases 
serve as well as heavy plaster of Paris casts.) The 
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bed clothes and garments should be light, comfort- 
ably arranged and frequently changed. Light diet 
and, when admissible, abundance of cool drinks 
are, of course, helpful. Frequent sponge baths are 
refreshing and restorative. It is especially impor- 
tant during such spells to see that the patient sleeps 
at night. In a hospital ward the sickest patient 
should be placed where there is the largest meas- 
ure of ‘coolth. Annoyance by flies and other in- 
sects (not to speak of their dangers) should be 
avoided by every available means. 

The portable electric fan is a boon that makes 
convalescence tolerable in the private room; but 
the fan has not been adapted to largé wards and 
the internal ventilating systems that are so ex- 
cellent in the winter, when the windows are closed, 
are of little or no service in warm weather when 
they are open. Indeed, the few simple measures 
mentioned fall far short of what is needed to make 
illness and operations as bearable and as safe in 
hot weather as they ought to be made. We would 
urge again upon engineers, architects and superin- 
tendents the importance of providing an adequate, 
regulable cooling system for hospitals and sani- 
tariums.—W. M. B. 


ANNOUNCEMENT—“SURGICAL ESSEN- 
TIALS.” 

Those who read the short series of articles on 
“Practical Points in Anesthesia” by Fredetick Emil 
Neef, of New York, which were published in the 
AMERICAN JOURNAL OF SURGERY a few years ago, 
will be interested to learn that he is preparing a 
longer series of articles devoted to what he has en- 
titled “Surgical Essentials,” the first of which arti- 
cles will appear at an early date. Each of these 
contributions will be complete in itself. They are 
planned to cover the following subjects of practi- 
cal interest: 

Preparation of the Patient for Operation. 

Sterile Washing and Wound Dressings. 

Sterilization of Utensils and Instruments. 

Aseptic Suture Material. 

The Surgeon’s Hands. 

Operating Room Assistants and Nurses. 

The Anesthesia. 

The Semilunar Hypogastric Incision in Female 
Pelvic Surgery. 

Some Observations on Dexterity and Nicety in 
Technic. 

The Conveyance of Infection During Operation. 

Surgical Judgment and Decisiveness at Critical 
Moments. 


Care of the Patient After Operation. 

The Interpretation of Post-Operative Tempera- 
ture in Aseptic Cases. . 

Major Complications Due to Infection Following 
Operation on Aseptic Cases. 

Bedside Bacteriology. 

The Behavior of the White Blood Cells During 
Infection. 

Post-Operative Complications Which Are Not 


‘Due to Infection. 


Guiding Principles in the Treatment of a Simple 
Abscess. 

Tuberculous Sinuses and a Method of. Treating 
Psoas Abscess of Tuberculous Origin. 

Some Modern Ideas on the Extirpation of Can- 
cer and Radical Surgery. 

Diagnostic Difficulties and Exploratory Laparo- 
tomy. 


Surgical Suggestions 


Septic endocarditis may result from a localized 
osteomyelitis that has gone on to spontaneous cure. 


Don’t abandon a case of sarcoma as incurable 
without a thorough trial of Coley’s fluid. The re- 
sults are sometimes remarkable. 


Broad sessile warts are best removed by the ap- 
plication, under water, of the Oudin high frequency 
current by contact with the tip of an insulated cop- 
per conducting cord. 


Eversion of the foot, shortening of the extremity, 
elevation of the trochanter, spell fracture of the 
neck of the femur. Manipulation is unnecessary to 
the diagnosis, 


When dealing with blank cartridge injuries, no 
consideration for the integrity of the muscles should 
limit the thorough exposure of every part of the 
wound; but the larger vessels should be, and the 
nerves must be, spared. 


In post-operative or other simple retention of 
urine, even if such devices as enemata, hot water 
bag over the bladder, the administration of spiritus 
etheris nitrosi, dipping the hands in hot water, and 
producing the sound of running water, fail to pro- 
voke micturition, catheterization may often be obvi- 
ated in the female by the simple trick of placing the 
patient on a well warmed bed-pan in which has 
been poured a little spirits of turpentine. 
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Ira S. Wile, M.D. 
Department Editor 


In the present campaign for a rational physical 
hygiene it is timely that attention is being bestowed 
upon mental hygiene as well. The economic losses 
arising from the invalidism due to temporary or 
permanent mental aberration are difficult to esti- 
mate. The annual expenditure of millions of dol- 
lars for the maintenance of hospitals for the insane 
represents only the cost to the State of the physical 
care given to the inmates of the institutions. The 
losses from taking the men and women from the 
fields of active endeavor, the cost to the homes 
from which the insane come, the privations, suffer- 
ings, the increase of dependents due to the mental 
unsoundness of any member of a family are not 
to be computed. The figures would be startling and 
humiliating. 

Fortunately an age of scientific preventive efforts 
has come. No longer will a feeling of shame exist 
because the light of reason is flickering in some 
portions of a family. Insanity is to be appreciated 
as a disease and not as a visitation of the Evil One. 
To be sure, the brutal handling of the wandering 
mental incompetent by the police instead of the 
physician, by the patrol wagon instead of the am- 
bulance suggests that unsoundness of mind is a 
crime rather than a disease. If this sort of han- 
dling of the insane is to be stopped, the medical 
profession must assert itself and protest against 
such inhuman procedures. Insanity is a disease to 
be prevented if possible. 

According to the U. S. census the deaths re- 
ported from the registration area per 100,000 of 
population was as follows: 

Average 
IQOI-1905. 
General paralysis of the insane 6.9 
Other forms of méntal disease 3.6 
Epilepsy 4.5 


The New York State Commission in Lunacy re- 
ported that the number of insane in institutions has 
increased from 15,473 in 1889 to 31,540 in 1909. 
This represents a proportion of 255.2 per 100,000 
in 1889 as against 362.3 per 100,000 population in 
1909. In other words, the 31,540 persons under 
the supervision of the State Commission in Lunacy 
makes it apparent that there is known to be at 
least one insane person to each 276 of the popula- 
tion, 

DaCosta has stated that in the post-operative in- 
sanities, the injury itself is the direct cause in about 
two per cent. of the cases. The insanity may de- 
velop after slight or severe operations. 

Dent’s experience with the metropolitan police in 
ondon suggests that persons with important duties 
that involve great responsibility and whose nervous 
systems are taxed by the conscientious perform- 


ance of those duties are especially susceptible to 
serious after-effects from head injuries even though 
they may seem slight at the time. 

Surgery has an important place in the prevention 
of insanity from the prevention of the neuras- 
thenias that not infrequently follow operative pro- 
cedures, from the psychoses that are particularly 
hastened by surgical service at the climacteric. The 
necessity of care in the surgery of the thyroid 
gland has been properly accentuated. 

In the treatment of those types of insanity that 
present also focal symptoms suggesting brain 
tumor surgery is of utmost value. 

To facilitate the prevention of the numerous 
forms of mental derangement it is desirable that 
hospitals should at least have an observation ward 
for the caréful supervision of all medical and sur- 
gical cases that present marked mental symptoms. 
The psychoses that follow influenza, typhoid fever, 
malaria, the too vigorous exhibition of active drugs 
require intelligent mental care under the supervision 
of a psychiatrist. Since such a ward was insti- 
tuted at the Albany City Hospital the example has 
been followed by a few institutions, 

The medical profession has a duty to perform 
in educating the public that insanity 1s a condition 
that arises largely from faulty physical and mental 
hygiene or is a sequel to disease, but in either case 
needs the patient, scientific medical and nursing 
care that would be given to a patient suffering from 
rheumatism or grippe, or gall stones. 

The ambulance, the dispensary, the hospital, the 
physician, the nurse, the social worker are the 
agencies to be utilized for the care of the insane. 
Humanity, decency, intelligence must cause the dis- 
appearance of the present methods cf mishandling 
the mentally infirm which are only relics of the 
traditional method of opposing diabolic possession. 


“Filth, flies, fingers, fever,” is Doctor Lumsden’s 
brief expression of the relation existing between 
flies, their cause and effect, and the public health. 
At this season of the year the adult fly of many 
species is busily engaged in visiting manure heaps, 
privies, garbage pails, ash piles that contain fer- 
mentable materials. The small but potentially dan- 
gerous female lays about 120 eggs at a time in 
places that are in themselves sources of foul odors, 
unpleasant sights, and pathogenic bacteria. .In the 
pre-antiseptic days the soiled dressings furnished 
a fertile field for fly cultivation. And to-day those 
institutions that use dressing materials and band- 
ages repeatedly for the sake of economy must use 
every precaution to prevent their pollution by flies. 

The surgeon of the past decade has possibly 
never seen a case of myiasis. Antiseptic surgery 
wiped out the unpleasantnesses of infection by the 
screw-worm. (Occasionally dipterous larvae are 
found in the intestinal canal after the ingestion of 
the eggs with some food that has not been properly 
covered. Flies are formidable foes of the human 
species as conveyors of disease. As Cato might 
have said, Musca delenda est. Typhoid fever, dys- 
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entery, anthrax, tuberculosis, even cholera, small- 
pox, plague, find flies convenient contagion bearers. 
As bacilli bearers they are hardly equaled. Not 
alone are their hairy legs and body laden with pos- 
sibly infectious agents, but the fly speck is a source 
of especial danger. 


To combat the fly, the breeding places must be . 


destroyed. Manure pits must be subjected to care- 
ful supervision by the health authorities. Food and 
ashes must not be mixed. Garbage disposal should 
be prompt and its transportation to the point of 
ultimate distribution or consumption be carefully 
guarded. Outhouses and privies as well as com- 
fort stations need hygienic management in order to 
eliminate them as breeding places. All food in 
stores, hotels, dairies, homes should receive ample 
covering so as to keep flies away. 

_ In hospitals and dispensaries or medical institu- 
tions of any kind every precaution must be exer- 
cised to properly care for napkins, bed linens, dress- 
ings, wound discharges, food, excretions and labor- 
atory specimens (as urine, sputum and feces). It 
is not unlikely that many cases of re-infections that 
occur in hospitals arise through the mediations of 
flies. The barns fortunately are surely giving 
away to garages and the manure evil will be there- 
fore lessened. The problems that surround the 
hospital kitchens the diet-kitchens, the care of the 
individual trays, even the protection of the glass 
of milk are well worth the attention of the intelli- 
gent surgeons responsible for the comfort and wel- 
fare of the patients. In general hospitals where 
tuberculous patients are received this responsibility 
is equally great as in the institutions caring for 
typhoid sufferers, as the mode of infection is the 
same. 

_In slangy parlance to attribute the absence of 
flies to any one is to mark him as a lucky fellow, 
and in point of public hygiene there is every reason 
to work assiduously that the same may be said of 
every one and the fly nuisance be abated. 


Book Reviews 


Dislocations and Joint-Fractures. By Freperic J. 
Corton, A.M., M.D., First Assistant Surgeon to the 
Boston City Hospital; Assistant Professor of Clinical 
Surgery in Tufts College Medical School, Boston. 
Large octavo; 654 pages; 1201 illustrations. Philadel- 
phia and London: W. B. Saunners Co., 1910. 

Boston surgeons—Bradford, Lovett, Scudder, Painter, 
Goldthwait, Codman, Osgood, Cotton, Thorndike and 
others—have greatly enriched the literature of the diseases 
and disorders of the skeleton and skeletal tissues; their 
contributions have been numerous and important. This 
work of Cotton’s will rank with the best of the books re- 
cently prepared by his colleagues. Indeed, in many respects 
this volume is a sort of companion to Scudder’s also excel- 
lent and very practical treatise on Fractures. 

On_ glancing over the book one is especially impressed 
with its pictorial richness and its typographic elegance. A 
closer survey demonstrates the practical character of its 
teachings and the abundant experience of its author. In- 
deed, the work is based on Cotton’s personal experience, 


and is illustrated chiefly with drawings made by himself 
from actual cases. 

A work on “minor surgery” which takes no account of 
the major maladies from which the minor ones must be 
differentiated is of little service as a guide. For the 
same reason a work on Dislocations which does not amply 
discuss other joint injuries, lacks completeness as a clin- 
ical presentation. Cotton has done wisely, therefore, in 
including joint-fractures as well as dislocations in his 
treatise. 

In his descriptions, the author has deliberately avoided 
stereotyped lines and time-worn classifications. There is 
also a notable scantiness of references to authorities 
which, though not commendable, was—as the preface 
states—deliberate. 

The forms of treatment recommended are, for the 
most part, those in fairly general practice: In 
matters of mechanics and classification Cotton departs 
more often from accepted views. 

This work will perform a great service if it accom- 
plishes nothing more than to impress “the fact that each 
fracture is a mechanical problem in itself” and that “the 
ancient custom of treating a fracture with a given form 
of reduction or putting it up in A’s or B’s splint is no 
longer adequate practice.” Large as the book is and 
abundant as are the illustrations, we believe Cotton might 
well have emulated the example of Scudder and made 
room for more explicit directions concerning, and more 
illustrations of, the applications of individual dressings and 
casts. 


Plaster of Paris and How to Use It. By Martin W. 
Ware, M.D., New York, Adjunct Attending Surgeon, 
Mount Sinai Hospital; Surgeon to the Good Samari- 
tan Dispensary; Instructor of Surgery, N. Y. Post- 
Graduate Medical School. Second Edition, revised 
and enlarged. Duodecimo; 99 pages; 90 original il- 
lustrations. New York: Surcery PusiisHine Co., 
1911. Price $1.25. 

In this edition Ware has greatly improved his already 
excellent little manual. The text has been submitted to 
careful revision and much has been added. 

Subject headings have been removed from the center 
of the page and printed, instead, in the margins in red 
ink—adding to the attractiveness as well as the conve- 
nience of the book. 

Especially is this edition a great improvement in the 
matter of illustrations. About thirty new illustrations 
have been added, all the photographs have been replaced 
by good drawings, and the pictures have been made more 
uniform in size. 

The chapter on plaster of Paris in dental surgery, con- 
tributed by Dr. Maurice Green to the first edition, has been 
omitted in this one. Ware might appropriately Lave intro- 
duced in its place a chapter on the making of plaster casts 
and molds, as for flat-foot arches, etc. 

Ware deals very precisely with the preparation and pres- 
ervation of plaster bandages, and with the application of 
plaster bandages and splints to various fractures and dis- 
locations, and to the deformities and diseases of the spine, 
hip, etc. His directions are practical and clear and in- 
clude what not to do as well as what to do. 

His is, we believe, one of the best manuals on “plaster 
of Paris and how to use it.” 


Text-Book of Operative Surgery. By Dr. THEopoR 
Kocuer, Professor of Surgery and Director of the 
Surgical Clinic in the University of Bern. Third Eng- 
lish Edition. Authorized translation from the fifth 
German edition. By Harorp J. M.B., F.R.C.S., 
Epin., Surgeon to the Chalmers Hospital, Edinburgh, 
etc.; and C. Batrour Paut, M.B., F.R-C.S., Epin., 
Assistant Surgeon, Royal Edinburgh Hospital for Sick 
Children. In two octavo volumes; 723 pages; 415 il- 
Yustrations. New York: THe MAcmiLian Co., 1911. 
Cloth, $12.00 net. 

Kocher’s “Operative Surgery” is too well known to re- 
quire either praise or extended review. No surgical mas- 
ter has devised as many original operations as Kocher, and 
since this work is based, of course, on his own vast expe- 
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riences, the value of a recent edition is evident. This is 
the more so since it .is several years since the preceding 
edition appeared. 

The work has quadrupled in size since there appeared in 
1895 the first English translation of the second German 
edition. The second English translation (fourth German 
edition), 1903, was a single volume work of 440 pages 
with 255 illustrations. The present edition (from the fifth 
German) is in two volumes of about 350 pages each, with 
415 illustrations. 

In this edition much space is given to operative methods 
in general, asepsis, anesthesia, etc. Operative surgery 
of the vascular system, of the brain, cord and nerves, the 
thorax, the abdomen—all find much more extended exposi- 
tion than in the earlier edition. 

The typography and illustrations are as before—they are 
clear but far from attractive. 


1,000 Surgical Suggestions. Practical Brevities in 
Diagnosis and Treatment. By Watrer M. Brickner, 
.S., M.D., New York, Adjunct Surgeon, Mount Sinai 
Hospital; Editor-in-Chief, American Journal of Sur- 
ery. With the collaboration of Ex1 Moscxcowitz, 
.D.; James P. Warpasse, M.D.; Harotp Hays, 
M.D., and Harotp Neunor, M.D., New York, Asso- 
ciate Editors, American Journal of Surgery. Fourth 
American Edition. Duodecimo; 227 pages. New 
York: Surcery PusiisHine Co., 1911. Price $1.00. 
That four American editions and a German translation 
of “Surgical Suggestions” should have appeared in five 
years attests the popularity of this small volume of terse 
surgical “therapeutic hints and diagnostic wrinkles.” The 
number of contained “suggestions” has quadrupled since 
the work first appeared in 1906, about three hundred hav- 
ing been added to those in the last issue, of which number 
many have not appeared in the American Journal of 
Surgery. We believe that even a seasoned surgeon can- 
not fail to find among the thousand paragraphs in this 
book at least a few helpful hints. The practitioner will 
find it full of pointed, practical “tips.” 
This edition appears in the same attractive form as its 
predecessors—with the same style, but larger type, india 
tint paper and marginal captions in red ink. 


Nouveau Traité De Chirurgie. Public sous la direction 
de A. Le Dentu er Prerre Devper. xxu. Affections 
Chirurgicales de La Poitrine. Par Cuartes Souticoux, 
Chirurgien des Hépitaux. Octavo; 282 pages; 48 il- 
lustrations, Paris: J. B. Barttrtre et Firs, 1911. 

This volume is a well written, up-to-date exposition of 
modern surgery of the chest. It deals with congenital 
malformations of the thorax, traumatisms of the chest, 
fractures of the ribs and sternum, wounds of the chest 
wall, lung, heart, etc, phlegmons and abscesses, tumors, 
hernia of the lung and gq final chapter ‘on chest surgery. 
The newer methods and discoveries are incorporated in 
the text, particularly the surgical treatment of tuberculosis 
of the lungs and of emphysema. 

The author claims that the Metzler-Auer method of in- 
tratracheal insufflation (he calls it the “Metzler” method, 
by the way) is identical with that of Tuffier and Hallion 
and should be known by their name. Evidently he fails to 
recognize the fundamental differences between these two 
apparatuses, as Metzler does not employ any means to 
shut off the air passages by a diaphragm or balloon, and 
uses continuous insufflation. 


The Principles and Practice of Bandaging. By 
Gwiym G. Davis, M.D., Professor of Orthopedic 
Surgery, University of Pennsylvania, etc. Third Edi- 
tion, revised. Duodecimo; 128 pages ; 164 original draw- 
ings by_the author. Philadelphia: P. BLaxiston’s 
Son & Co., 1911. Price, $1.00, net. 

This elementary but excellent manual has been before 
the profession for twenty years. In this edition it is large- 
»y rewritten and the illustrations have been redrawn by 

e, author. The book describes the applications of the 
roller, the tailed and the handkerchief bandage. 


Plastic and Cosmetic Sur: . By Freperick STRANGE 
Kotz, M:D., New York, Author of “The X-Rays: 
Their Production and “Medico-Surgical 
Radiography” and “Subcutaneous Hydrocarbon 
Protheses.” Octavo; 511 pages; 522 illustrations. 
New York and London: D. Appreton & Co., 1911. 
Cloth, $5.00. : 

While most of the material that concerns this work 
can be found in surgical text-books, it serves a useful pur- 
pose to collect it in this single practical, though by no 
means comprehensive, volume. 

The book deals with plastic and cosmetic operations on 
the face only. Essentially a re-statement of the classic 
operations of rhinoplasty, cheiloplasty, etc., there are also 
presented certain modifications and procedures—plastic 
and cosmetic—practiced by the author. , 

The longest chapter (120 pages) and the best, is that 
devoted to Subcutaneous Hydrocarbon Protheses, on 
which subject the author previously published a small 
monogra 

In a very short chapter Electrolysis in Dermatology, 
Kolle dismisses the treatment of warts, nevi, scars, tattoo 


‘marks and superfluous hair. Their management by _— 


other than electrolytic is not described in the boo 

Since this work is presumably addressed to surgeons or, 
at any rate, to practitioners, chapters II and II describing 
and illustrating sterilizers and other operating room para- 
phernalia are quite unnecessary. 


An Introduction to Dermatology. By Norman WALKER, 
M.D., F.R.C.P., Physician for Diseases of the Skin, 
The Royal Infirmary, Edinburgh. Fifth Edition. Duo- 
decimo; 346 pages; 43 colored plates and 79 illustra- 
tions in the text. New York: Wa. Woop & Co., 1911. 

The term “introduction” indicates the scope of this work 
admirably. By judicious omission and proportionate plac- 

ing of the text the author has furnished us with a 

that is eminently practical. The author discusses fully the 

commoner diseases of the skin; those less frequently met 

with are merely accorded the essentials, while the rarer dis- 
eases are not mentioned. Especial attention is paid to diag- 
nosis and details of treatment, although pathology is given, 
where knowledge of the lesion is essential to the proper 


understanding of the disease. The author gracefully 


acknowledges his indebtedness to Unna’s teachings, and 
the influence of this master is manifest throughout the 
text. His classification is entirely Unna’s. Walker’s style 
is charged with individuality. It is direct, homely and 
persuasive. The reader is never left in doubt as to the 
author’s views, and his recommendations are set forth posi- 
tively. The illustrations are as attractive as the text. The 
43 full-page colored plates from wax “moulages” are as 
good as any we have ever seen. The perusal of this work 
has afforded us much pleasure. 


The Sexual Disabilities of Man and their treatment. By 
ArtHur Cooper, M.D. Second Edition. 197 pages. 
New York: Paut B. Hoeper. $2.00. 

The first edition of this excellent conservative volume 
was reviewed in these columns in December, 1909. While 
there has been a free addition to the subject matter, the 
clearness of statement has not been lost. As a concise 
exposition of the facts already determined regarding 
sterility and impotence the second edition should receive 
a warm welcome. 


Books Received 


Management. A Handbook for Hospital 
rustees, Superintendents, Training School Principals, 
Physicians and all who are actively engaged in pro- 
moting ‘hospital work. Edited by Cuartorre A. 
Arxens, formerly Superintendent of the Columbia 
Hospital, Pittsburg, etc., etc. Duodecimo; 488 pages; 
illustrated. Philadelphia and London: W. B. Saun- 
Co., 1911. Cloth, $3.00, net. 
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Progress in Surgery 


A Résumé of Recent Literature. 


A Few General Observations Relating to the Subject 
of Fractures; R. T. Morris, New York. Interna- 
tional Journal of Surgery, May, 1911. 

_ According to this writer “all fractures should be exam- 

ined with the fluoroscope in advance of as well as after 

attempts at reduction.” Many surprising conditions are 
thereby disclosed. It is unusual, according to Morris, for 

a proper reduction of a fracture to be obtained without an- 

esthetizing the patient. As a result of what the s-rays 

have taught us, we now know that there is no longer any 
classical splint. It is of greatest importance to overcome 
muscular spasm before applying permanent splints; only in 
this way will splints act properly. Morris finds that pieces 
of rubber tubing are often valuable when bandaged be- 
tween bones in order to pry the fragments of a fractured 
bone away from a normal bone (radius from ulna, for 
example). The writer believes that “massage in acute 
fracture cases is a subject which is to develop and occupy 
a much larger field than it previously has done.” 


Artificial Impaction in Hip Fracture. F. J. Corron, 
Boston. The American Journal of Orthopedic Sur- 
gery, May, 1911. 

In the form of a preliminary communication Cotton re- 
ports two cases of non-impacted fracture of the hip in 
which he deliberately induced impaction. He considers it 
“rather strange, in view of the admittedly poor prognosis 
of unimpacted hip fractures, that no one seems to have 
reached the obvious inference as to treatment.” It is espe- 
‘cially in old individuals that we have to deal with a broken 
femoral neck, in which “two surfaces of thin cancellated 
ae structure are reinforced by a mere shell of cortical 
one. 

Cotton’s first case was an elderly woman who had sus- 
tained an unimpacted fracture of the neck of the femur. 
Under anesthesia, three days after the injury, traction was 
employed to reduce the half-inch shortening, and a half- 
dozen blows were carefully given with a wooden mallet to 
the protected great trochanter. Examination then showed 
that impaction had been induced, subsequently verified by 
#-ray examination. The immediate and the final results 
were good. The second case was one of fracture of the 
femoral neck close to the trochanteric line. The same 
treatment was applied. The immediate result was good, 
but the final result could not be ascertained because the 
patient disappeared from observation. 


Abdominal Pain and Tenderness, Muscular Rigidity, 
Etc., in Thoracic Disease—Pneumonia and Peri- 
carditis, ArtHur R. Epwarps, Chicago. Journal of 
the American Medical Association, June 17, 1911. 

Edwards reports the simulation of abdominal disease by 
deep tenderness, muscular rigidity, collapse and the Hippo- 
cratic abdominal symptoms of rupture and peritonitis in 
purely thoracic affections, one of pneumonia operated on 
for perforation and peritonitis, but proving to be pneu- 
monia, and the other of pericarditis and upper lobe pneu- 
monia simulating peritonitis. He reviews briefly the 
symptoms as described in the literature and insists on the 
following points as proper to be considered: “1. Pneu- 
monia, pleurisy and pericarditis, at their very onset, may 
present absolutely no symptom other than the abdominal 
findings. 2. These phenomena of invasion may completely 
tesemble appendicitis, peritonitis of other etiology or even 
the collapse of perforation. 3. Diagnostic errors and un- 

Necessary operations may be unavoidable. Immediate op- 

eration 1s imperative, and the small percentage of error is 

negligible in comparison with the benefits of early opera- 
tion in genuine indications (particularly as 80 per cent. of 
patients operated on under a mistaken diagnosis recover). 

4. The tenderness does not always remit with deep, flat 

pressure, and relaxation of the abdominal parietes, between 


respirations, is not invariable. 5. The general symptoms 
do not invariably overshadow the local, the latter at 
times being the more salient.” 


Trypsin Treatment of Surgical Tuberculosis. (Zur 

Trypsinbehandlung der Chirurgischen Tuberculose.) 
W. Bagrzner, Berlin. Archiv fiir Klinische Chir- 
urgie, Vol. 95, Part i. 

The application of fermentation, by means of trypsin so- 
lutions, in the treatment of localized surgical tuberculosis, 
was first advocated by Jochmann and Baetzner in 1908. 
Since that time several other investigators have studied the 
effects of this treatment in cases of surgical tuberculosis. 
To group together the results of Baetzner’s additional ex- 
perience as well as the observations of other writers: Tryp- 
sin therapy has given good results in the treatment of 
tuberculous abscesses of the soft parts, fistulae followin 
tuberculous adenitis, tuberculous tenosynovitis, joint an 
bone tuberculosis. Trypsin treatment will certainly sup- 
plant iodoform-glycerin treatment in all those cases in 
which the latter therapy is being employed at the present 
time; for trypsin applications give quicker and more per- 
manent results and less marked general and local reactions, 
and never lead to the serious (sometimes fatal) poisonous 
manifestations of iodoform-glycerin therapy. Trypsin may 
be employed in all ambulant cases. According to Baetz- 
ner’s experience, trypsin treatment may lead to cure, with- 
out any other treatment, in cases of bone or joint tubercu- 
losis complicated by suppurating sinuses. There may even 
be regeneration of destroved bone and partial return of 
function to involved joints. 


Value of Vaccines in the Treatment of Infections of 
the Urinary Tract. H. Casor, Boston. The Ameri- 
can Journal of Urology, April, 1911. 

This paper is based on a good-sized series of cases that 
have been carefully followed for considerable periods of 
time. Tuberculous and gonorrheal infections are ex- 
cluded, so that the report is confined to infections due to 
the colon bacillus and the pyogenic cocci. Practically 
all the cases were proven by animal inoculation, x-ray ex- 
amination, cystoscopy, etc. Cabot takes the standpoint that 
persistence of bacteriuria renders the patient liable to re- 
— of the symptoms and such cases cannot be called 
cured, 

The author’s conclusions are: 1. The use of vaccines 
(bacterius) is followed by improvement of the symptoms 
in more than one-half the cases. 2. Vaccines have little ef- 
fect on the bacteriuria. 3. The results are practically the 
same whether the lesion is in the upper or the lower uri- 
nary tract. 


Results in the Treatment of Thirty Cases of Otitis 
Media by Vaccine Therapy. C. L. McDonatp, 
Cleveland. Journal American Medical Association, 
June 3, 1911. } 

McDonald finds autogenous vaccines of decided value in 
subacute cases, but less reliable in chronic ones. In the 
former it is the best treatment, but in the latter it should 
be employed when other methods fail, and may be consid- 
ered a means capable of producing some improvement in 
about 50 per cent. of cases, and occasionally a strikingly 
favorable result. In the subacute condition no other method 
is equal to it, and its early use will greatly diminish the 
large number of chronic cases. 


Chronic Glanders in Man; Report of a Case; Patient 
Treated with Glanders Vaccine. W. CRAMP, 
New York. Journal American Medical Association, 
May 13, 1911. 

A survey of the literature of the subject brings out two 
salient facts: first, chronic glanders in man is very rare 
unless many mistakes in diagnosis have been made; sec- 
ond, the mortality is extremely high, only 6 per cent. of 
cures having been reported. In view of these facts he 
offers a report of a case of interest on account of the 
apparent cure from the use of glanders vaccine. Cases of 
the disease existing over six weeks are, according to Robin 
and Bollinger’s rule, to be considered as chronic. The 
patient in this case has been free from any symptoms of 
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the disorder for eighteen months. The vaccine employed 
was made by the New York Board of Health from a 
glandered horse. It was not standardized and the exact 
number of bacteria contained is not definitely known, but 
is estimated as between 14,000,000 and 20,000,000 per cubic 
centimeter. The points that Cramp wishes to bring out 
are that cases of chronic glanders can be easily overlooked 
and multiple abscesses, especially on the extremities, oc- 
curring without known cause should excite suspicion, as 
such occur in 80 per cent. of cases, as shown by Robin. 
In this case there-was no direct association with horses 
and no known abrasion or wound, or history of such, that 
would appear to be the cause of the infection. There was 
no nasal discharge at any time and no bacilli were found 
in the sputum, but the cultures from inoculated guinea- 
pigs showed characteristic B. mallei. Six weeks after the 
first apparent cure the patient had a relapse, but since 
then the treatment again caused disappearance of symptoms 
and the patient continued well as long as he was under ob- 
servation, a period of over eighteen months. Extreme 
exposure in bad weather seemed to be a predisposing cause. 
The diagnosis was confirmed by laboratory methods and 
reaction to vaccine injections. In reporting the case Cramp 
refrains from any absolute statement as to actual perma- 
nent cure, realizing the difficulty of such determination in 
any case of glanders. He considers, however, the facts 
as stated as of value, especially as indicating the utility of 
vaccine treatment. 


Ascites Treated by Lymphangioplasty. 
Stoney and T. MoorHeEAp, Dublin. 
Lancet, April 22, 1911. 

Since Sampson Handley’s operation of. lymphangioplasty 
is still in its infancy, all recorded cases are of interest to 
study. The case here recorded was then of a man of 20 
with marked ascites due to hepatic cirrhosis of unknown 
cause. Tapping had become necessary every two weeks. 
Mr. Stoney performed the operation described below on 
May 7, 1910. At the operation the diagnosis of cirrhosis 
of the liver was confirmed. The liver capsule was firm 
and white, and the general peritoneum was much thicker 
than normal. 

The abdomen was opened close to the left linea semilu- 
naris by a 5-inch incision reaching to just above the um- 
bilicus. The sheath of the rectus was opened and the 
muscle displaced towards the middle line, and the pos- 
terior wall of the sheath and peritoneum were opened to- 
gether. A large quantity of fluid (over two quarts) was 
allowed to escape from the abdominal cavity, though this 
was by no means all that it contained. The vessels, es- 
pecially the veins, of both the posterior and anterior ab- 
dominal walls were greatly enlarged. The parietal peri- 
toneum was thick, whitish, and somewhat rough, with 
slightly granular red patches scattered over it. The liver 
was enlarged, firm and smooth, with no adhesions; the 
spleen was about normal in size, firm, and with a few ad- 
hesions between its parietal surface and the abdominal 
wall. The intestines were pushed over to the right, and 
the left iliac fossa was freely exposed by full retraction 
of the edges of the wound. A curved needle, threaded 
with thick twisted silk (No. 10), was passed through the 
peritoneum covering the posterior abdominal wall out- 
side the iliac colon from above the crest of the ilium to 
below Poupart’s ligament by means of four or five 
stitches, each about an inch in length, so that the strand 
lay alternately in the muscles of the lumbar region and 
iliac fossa and in the peritoneal cavity; the upper end of 
the suture which lay free in the abdomen was knotted, and 
the lower end was pushed by means of a director into the 
tissues of the thigh, passing behind Poupart’s ligament. 
Three parallel strands of this nature were passed, all to 
the outer side of the iliac colon. In a similar manner 
three strands of the same silk were passed through the 
peritoneum and muscles of the anterior abdominal wall 
parallel to the incision, two to the inner side and one to 
the outer; these were about eight inches in length and 
each end lay knotted in the peritoneal cavity. All the 
sutures were drawn taut so as to leave no loops projecting 
into the abdomen which might afterwards allow a piece of 
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gut to become caught under them. The parietal peri- 
toneum and posterior wall of the sheath of the rectus were 
then united by a continuous suture of thick plaited silk 
(No. 8), leaving, however, a small opening in the upper 
part through which a piece of the omentum was drawn 
out and stitched to the sheath of the rectus behind that 
muscle [sic]. The rectus muscle was then replaced, a few 
points of catgut being inserted between its outer edge and 
the external angle of the sheath to hold it in position, and 
the incision in the anterior wall of the sheath was closed 
by a continuous catgut suture. The skin edges were 
finally united by Michel’s clips. There was no rise of 
temperature after the operation and the clips were re- 
moved on the sixth day, when the wound was found firmly 
healed. For the next fortnight the abdominal wall was 
supported by strips of plaster to prevent stretching of the 
cicatrix. 

The silk used for the operation was boiled for an hour 
on the previous evening; it was then stored in carbolic 
lotion during the night, and the next morning was again 
boiled for an hour and taken straight out of the sterlizer 
as required during the operation: 

Neither at the first dressing, when the skin clips were 
removed, nor at any subsequent time during the patient’s 
stay in hospital was any edema found either around 
the wound or in the thigh below Poupart’s ligament, al- 
though a careful watch was kept for its appearance. 

Subsequent to the operation some ascitic fluid again col- 
lected, but more slowly and less abundantly than before, 
and it was thought advisable to tap the abdomen six weeks 
after the insertion of the silk drains. On this occasion 
186 oz. of fluid were removed. No further accumulation 
of fluid took place between that date and July 8, when the 
patient returned home. During the summer the man took 
part in the ordinary work of a farm and felt perfectly 
well, except that his breath was rather short if unusual 
exertion was undertaken. Six months after the operation 
he returned to hospital at request. He still showed a little 
blueness about the lips, but otherwise was apparently 
wel]. The abdomen was almost normal in size and con- 


‘tained practically no fluid; the liver was, of course, still 


palpable and enlarged; no edema in the neighborhood of 
the scar could be detected, so that the result if attributable 
to the operation left nothing to be desired. 

The improvement which occurred is not necessarily the 
result of the lymphangioplasty. Ascites of the type pre- 
sented may disappear spontaneously, as actually occurred 
for a time in this case during the first stay in hospital, or 
may disappear after a simple laparotomy. The fact, how- 
éver, that some fluid reaccumulated after the operation 
suggests that the mere laparotomy was not of itself the 
cause of the later improvement, but rather that the re- 
accumulation took place prior to the establishment of an 
efficient circulation via the silk lymphatics, and that once 
a sufficient circulation was attained no further transuda- 
tion accumulated. : 


dire os of Labor in General and Hospital Practice. 


y R. Pererson, Ann Arbor. American Journal of 
Obstetrics, May, 1911. 

By test of labor is meant to allow the uterine contrac- 
tions a reasonable length of time, in order to see whether 
they will drive the fetus through the bony pelvis and soft 
parts. This test is applied variously by different men. 
One man is willing to wait two days if the condition 1s 
not serious, another becomes impatient at the slightest de- 
lay. One kind of treatment may result as disastrously as 
the other. The trouble is that the general practitioner does 
not know enough about the three important factors—the 
size of the pelvis, the size and position of the fetus and 
the efficiency of the uterine contractions. Because the 
majority of women come through all right the physician 1s 
apt to trust to luck. : 

Pelvimetry is no harder to learn than cardiac ausculta- 
tion. It is wrong to let a woman go into labor without 
knowing her measurements. Because the external measure- 
ments are normal it does not follow that the labor will be 
easy. With a very large child or ineffectual pains dystocia 
may ensue. x 
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If the external conjugate is below 18-19 cm. it peaeiy 
means that the pelvis is somewhat flattened. owing 
this, before labor, the physician is prepared for some de- 
gree of dystocia and does not fret because the first stage is 
long. Knowing the cause of the dystocia he is better pre- 
pared to deal with it. 

Furthermore, this knowledge enables him to watch the 
patient without too many vaginal examinations and the 
-accompanying danger of sepsis. Mortality and morbidity 
are high as a result of too much fussing. Knowing the 
pelvic measurements, the physician is better able to 
judge when delay is due to ineffective pains, and when the 
contractions are weak he can apply the test of labor in- 
definitely in these cases, as long as mother and fetus are 
doing well. 

Several illustrative cases are reported. Peterson con- 
cludes by saying that in a well appointed maternity hos- 
pital, with all aseptic surroundings and by skilled hands, 
one need not wait as long as in the home. In borderline 
cases of pelvic contraction the patient should then be given 
every chance of spontaneous delivery. Forceps should 
then be gently applied. If these fail, and in the presence 
of possible sepsis, perforation is preferable to Cesarian sec- 
tion, as in this way the chances of at least saving the 
. mother are greatly increased. 


Remarks on “ geo eer Dyspepsia” and on the 
Treatment of Diffused Peritonitis. C. B. Maun- 
SELL, Dublin. British Medical Journal, May 6, 1911. 

By the term “appendicular dyspepsia,” the author refers 
to “a group of symptoms, and perhaps signs, which point 
so strongly to organic, gastric, or duodenal disease that 
it is only by most careful examination or by the super- 
vention of definite appendicular symptoms that a correct 
diagnosis is probable.” Maunsell reports three cases of 
this type in which the dyspeptic_symptoms disappeared 
completely after the appendix has been removed. Maunsell 
also reports his complete conversion to the Murphy non- 
flushing method of treatment of diffuse peritonitis. 


Retrograde Venous Embolism as a Cause of Acute 
Gastric and Duodenal Ulcer. D. P. D. Wirkiz, Ed- 
inburgh. Edinburgh Medical Journal, May, 1911. | 

As the result of a rather painstaking and extensive series 
of annual experiments, Wilkie offers the following conclu- 
sions: 

(1) Thrombosis of veins of the omentum is readily pro- 
duced by mechanical, thermal, and bacterial agencies. 

(2) From thrombosed omental veins emboli. may fre- 
quently separate, probably owing to the periodic vasodila- 
tation and contraction associated with the ingestion of 


ood. 

(3) Emboli from veins in the omentum may, under cer- 
tain circumstances, be carried up gastric veins and become 
impacted in the venous plexus of the submucous coat of 
the stomach, and determine a gastric ulcer. 

Beyond this it is impossible to go at present, but these 
experimental results prompt certain suggestions in regard 
to the etiology of gastric and duodenal ulcers in the human 
subject which can only be decided by prolonged and ex- 
tensive clinical investigation. These suggestions are: 

(1) That the hematemesis sometimes met with in cases 
of acute appendicitis is due to an acute gastric ulcer re- 
sulting from blockage of a gastric vein by a septic em- 
bolus from a thrombosed omental vein. 

(2) That on similar lines the omental vessels may form 
the connecting link in the association of chronic gastric 
or duodenal ulcer with an inflammatory process in the 
lower abdomen. One might even go further and suggest 
that the relatively greater frequency of duodenal ulcer in 
the male is directly associated with his greater liability to 
appendical trouble and consequent involvement of the right 
border of the omentum, whilst the relatively greater fre- 
quency of ulceration of the body of the stomach in the 
female is associated with her exposure to pelvic inflam- 
matory trouble which may occur on either side and may 
involve any portion of the omentum. 

The ulcers which were produced experimentally were of 
the acute type, and they tended to heal up readily, for the 
animals used were healthy, and lacked the very important 
factors which appear to determine the chronicity of gastric 


ulcers in the human subject, namely, the general irritability 
of the gastric mucosa and the altered secretory function 
of the gastric glands. : 

The occurrence of embolism of veins in the pan- 
creas, followed by hemorrhages into the pancreatic tissue, 
after. the injection of artificial emboli into omental veins, 
suggests the possibility of portal embolism playing a part 
in the etiology of some cases of acute pancreatitis. 

Wilkie produced his artificial emboli by thrombokinase, 
= oil, and suspension of charcoal and dermatol in olive 
oil. 


Gastric and Duodenal Adhesions in the Gall-Bladder 
Region and Their iy cor by the Roentgen Rays. 
Georce E. Pranter, Philadelphia. Journal of the 
American Medical Association, June 17, 1911 

If adhesions in the gall-bladder region have taken place 

we have in the Roentgen rays a means of diagnosis which 
is distinctly more valuable than the direct examination for 
gall-stones. Recognition of the effects of these adhesions 
will explain the indefinite symptoms occurring in these 
cases. The anatomic conditions must be understood. The 
normal stomach is situated on the left side of the abdomen 
seldom extending more than an inch beyond the median 
line when in the standing posture. The pylorus is located 
about an inch above the umbilicus, and the lower pole in 
the normal stomach is about on a level with the lower 
pole of the pylorus, but in the average adult it is distinctly 
lower and may be as low as the crest of the pubes in gas- 
troptosis. In chronic cholelithiasis and cholecystitis the 
swelling of the liver and gall-bladder causes them to ap- 
proach the duodenum and stomach and conduces to ad- 
hesions between the organs. When the swelling goes down 
they pull the duodenum and stomach upward and to the 
right, and the clinical symptoms appear during the period 
of digestion when the motor function of the stomach is 
at its height, and especially when the adhesions interfere 
with the emptying of the gall-bladder, causing a dragging 
after a large meal. During active peristalsis these adhe- 
sions are pulled on, and if there is an inflammation an ach- 
ing pain is felt. In these cases he examines the gall-blad- 
der region to detect if possible the presence of stones, and 
he gives the usual bismuth mixture (bismuth subcarbon- 
ate, 1 ounce to a glass of buttermilk), and observes it 
carefully by the fluoroscope, the patient standing. Instead 
of dropping quickly to the lower pole, as it does normally, 
it is carried more slowly to the right of the median line 
and directly above the umbilicus. The influence of pres- 
sure on the stomach must also be studied. He also be- 
lieves that taking a plate is equally important, and makes 
one or more after the fluoroscopic work. The adhesions 
of course influence the position of the stomach and duo- 
denum. Sometimes the latter alone may be chiefly affected. 
Conclusions as to the position are of no value unless 
they are based on a full knowledge of the normal position 
of the stomach and the conditions which influence it, such 
as pressure, varying degrees of fulness, etc. The effects 
of adhesions on the peristaltic waves should also be ob- 
served by the fluoroscope. Adhesions due to carcinoma 
can sometimes be recognized by the encroachment on the 
stomach lumen, but the general history and other evidence 
and even an exploratory operation may be necessary. 


Innocent Gall-Stones a Myth. Ww. J. Mayo, Roches- 
Si Journal American Medical Association, April 8, 


Mayo says that the old idea of gall-stones without symp- 
toms must now be acknowledged to be incorrect. We have 
become better informed by operative experience with the 
disease. He questions the high percentage of gall-stones 
in the general population as estimated by some good au- 
thorities and thinks that it is more probable that not over 
0.5 per cent. would be a fair estimate of the frequency of 
on in individuals of all ages, although evidence at 
hand shows that from 5 to 8 per cent. of women and from 
2 to 4 per cent. of men have gall-stones after the age of 
50. The symptoms may not be recognized as regards their 
source though appreciable to the individual and to the ob- 
server. He has been impressed with this fact on finding 
undiagnosed gall-stones in operating on women for pelvic 
trouble. After the recovery of the patient he has nearly 
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always been able to elicit a satisfactory history. The 
hypothesis of Lartigau as to the bacterial causation of gall- 
stones is probably correct, though it is difficult to demon- 
strate it experimentally. Their place of formation is in 
the gall-bladder, and Mayo describes and discusses the 
anatomy and functions of this viscus. It cannot be con- 
sidered merely a storage-house for bile, he says, and it is 
most repuetatte to suppose that its function is to relieve 
temporarily the pressure on the common and hepatic ducts 
and also, if necessary, the ducts of the pancreas. An- 
other function is the production of mucus which, mixed 
with the bile, protects in a measure the pancreas from in- 
jury if the mixture is forced into the pancreatic duct. That 
the gall-bladder is important as a means of protection, 
especially to the pancreas, is evident, and this is an argu- 
ment against its unnecessary removal. The greater fre- 
sant of gall-stone disease in women than in men must 

epend on some sexual difference; 90 per cent. of the cases 
in women are in those who have borne children, and 90 
per cent. of these identify the beginning of the symptoms 
with some particular pregnancy. Every patient with 
chronic gastric distress should be questioned intelligently 
‘to obtain any former history of gall-stone colic, since this 
may have escaped the patient’s attention. Gall-stone dis- 
ease sometimes causes serious circulatory disturbances, 
such as endocarditis, which, though rare, is of a specific 
type and in its origin is coincident with the gall-stone at- 
tack. Subsequent attacks aggravate the heart action. While 
stones are the most common cause of cholecystitis, this is 
not always the case, but the patient still requires operative 
relief. It is usually in these cases accompanied by habitual 
tenderness in the region of the gall-bladder and colic is 
not so prominent. Complications were found in more than 
two-thirds of the patients operated on at Rochester. Stones 
were found in the common duct in 531 cases with an oper- 
ative mortality of 6.5 per cent., while serious complications 
involving the liver, duodenum, transverse colon, etc., were 
the rule. Carcinoma was found in eighty-five cases. (2.25 
per cent.). In a number of the cases slightly advanced 
cases of carcinoma were accidentally encountered before 
they had advanced sufficiently for diagnosis in removing 
thick-walled functionless gall-bladders, and five of these 
patients are still alive and well from two to six years after 
operation. Gall-stones are foreign bodies and Mayo asks 
why delay operation until complications ensue. In their 
experience at Rochester simple operation for uncomplicated 
gall-stones has had a mortality of less than 0.5 per cent., 
and this was due more to the condition of the patient than 
to the operation. While temporary palliation may be ob- 
tained with non-operative measures, the patient can only 
be thoroughly cured through surgery. 


Impermeable Cardiospasm Successfully Treated by 
Thoracotomy and Esophagoplication. Witty Mey- 
ER, New York. Journal American Medical Association, 
May 20, 1911. 

Willy Meyer reports a case of impermeable cardiospasm 
which may be of some practical value on account of the 
operative method employed. The success of the operation 
was due, he thinks, first, to the forcible separation of both 
pneumogastrics from the esophagus, tearing the man 
tiny nerve fibers that enter it from either side, and second, 
to the artificial reduction of the circumference of the di- 
lated pouch of the esophagus by a double esophageal plica- 
tion after the manner of Kader’s gastrotomy. The opera- 
tion was performed under differential pressure means 
of the positive chamber in use at the German Hospital 
since 1902. The patient was returned to the apparatus on 
account of respiratory trouble the day after the operation 
and left in it for almost ten hours: Meyer’s experience in 
this case has led him to question the entire-applicability of 
air-tight closure of the thorax as soon as the intrathoracic 
work is finished. Instead of air-tight closure, he thinks, 
it will be necessary for us to learn .how to drain 
thorax during the first twenty-four hours or longer after 
a severe thoracic operation, without incurring the dangers 
of a pneumothorax. One of the ways of doing this is 

‘ the use of the differential pressure chamber. Another way 
‘would be to apply a sort of valve dressing permitting of 
drainage. 


a ‘Relationship Between Uterine Fibroids and 
SS 


of Cardiac Compensation. R. L. Payne, Nor- 
folk, Va. Journal of the American Medical Associa- 
. _ tion, May 6, 1911. 

There is a definite relation between fibromyomata and 
the associated condition of lost cardiac compensation, 
meaning by this latter term the symptoms resulting from 
a loss of normal cardiovascular tone. Payne reports two 
cases in both of which the cardiac symptoms ceased after 
operation for the tumor. He says that sufficient evidence 
is recorded to demonstrate this association, but not much 
to prove the changes due to the new growth, though the 
cases he records would seem to support a belief in this. 
Payne is disposed to believe that the cardiac symptoms are 
due to the products of uterine growth on the heart muscle 
or heart ganglia—some internal secretion directly the 
product of the uterine hyperplasia—for the following 
reasons: 1. Hemorrhage as a causative factor was pres- 
ent in only one of his five cases. 2. In another case there 
was conclusive evidence that the cardiac symptoms de- 
veloped before there were any signs referrable to the 
uterine growth, this being still small when discovered. 
3. Removal of the tumors resulted in more or less com- 
plete relief of all cardiac symptoms, partial relief having 
quickly resulted from any regeneration of organic changes.’ 
His conclusions are given as follows: 1. In a large per- 
centage of cases of uterine fibroids there are present 
symptoms of cardiovascular disturbance. 2. The size of 
the growth has no relation to the severity of the cardiac 
disturbance; symptoms have been apparent while the 
growth was still small. 3. In some cases of lost cardiac 
compensation associated with fibromyomata the symptoms 
are materially benefited by removal of the growths. 4. 
In some cases the cardiac disturbances are of so severe a 
type as to result in sudden death following operation. 

The first signs of cardiovascular disturbance associ- 
ated with uterine fibroids should be an indication for im- 
mediate operation, and the watchwords in these cases 
should be: (a) rapid surgical technic; (b) careful 
hemostasis; (c) as little handling of the viscera as pos- 
sible, and (d) the greatest caution against overtaxing the 
heart during post-operative treatment. 


The Radjcal Cure of Femoral Hernia in the Aged. P. 
M. Pitcuer, Brooklyn. Annals of Surgery, May, 1911. 
The writer makes a plea for simple technic in the opera- 
tive treatment of femoral hernia in old individuals. These 
patients do not usually appear for operation.unless there 
are symptoms of obstruction or strangulation. The steps 
of the operation as done by Pilcher are: 1. Injection of the 
local anesthetic along the line of the incision. 2. Incision, 
enucleation of the sac, and exposure of the femoral ring, 


3. Opening of the sac and inspection of the contents, in- 


cision of point of constriction, and return of intestines to 
the abdominal cavity. 4. Transfixion and ligation of the 
neck of the sac with a single ligature, and fixation of the 
stump of the sac to the abdominal wall above the ring. 
5. Single purse-string suture uniting Poupart’s ligament, 
Gimbernat’s ligament, the pectineus muscle, and the sheath 
of the femoral vessels. 6. Closure of the wound. 


Sterilization of the Skin by a New Iodine Solution. 
~ New York. Medical Record, April 
The disadvantage of the tincture of iodine method, as 
introduced by Grossich, is the irritation of the skin which 
it frequently causes. As a substitute, the author recom- 
mends a two per cent. solution of iodine in carbon tetra- 
chloride. Carbon tetrachloride is a heavy anesthetic fluid, 
dissolves fat readily, does not burn or explode, is moder- 
ately antiseptic, and cheap. The author has used this solu- 
tion in abdominal work for the past three years and has 


never noticed any skin suppuration or irritation. The ab- 
domen is shaved the night before operation, washed with 
gauze and an antiseptic soap. At the operating table, the 
solution is swabbed on the skin and rubbed into the sur- 
face with a piece of gauze for between one and two min- 
utes. The mixture dries readily, leaving the skin ready for 
the incision. 
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